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STATEMENT OF JURISDICTION 
The Court of Appeals has jurisdiction of this appeal pursuant to Utah Code 
Ann. § 78-2-2(4). This appeal results from a ruling dated December 16, 2005, by 
the Honorable Darwin C. Hansen, Second Judicial District Court, which granted 
Appellee, Utah State Retirement Board's (the "Board") Motion to Dismiss. 
STANDARD OF REVIEW 
The District Court's ruling that it lacked subject matter jurisdiction is a 
question of law which this Court reviews for correctness. See, Peterson v. Delta 
Air Lines, Inc., 42 P.3d 1253 (Ut. Ct. App. 2002). 
DETERMINATIVE STATUTORY PROVISIONS 
Utah Code Ann. §49-11-613(1). Appeals procedure—Right of appeal to hearing 
officer—Board reconsideration—Judicial review. 
(l)(a) All members, retirees, participants, alternative payees, or covered 
individuals of a system, plan, or program under this title shall acquaint 
themselves with their rights and obligations under this title. 
(b) A person who claims a benefit, legal right, or employment right under 
this title shall request a ruling by the executive director. 
(c) A person who is dissatisfied by a ruling of the executive director with 
respect to any benefit claim or legal rights under any system, plan, or 
program under this title shall request a review of that claim by a hearing 
officer. 
Utah Code Ann. §63-46b-14(2). Judicial review-Exhaustion of administrative 
remedies. 
(2) A party may seek judicial review only after exhausting all 
administrative remedies available, except that: 
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(a) a party seeking judicial review need not exhaust administrative 
remedies if this chapter or any other statute states that exhaustion is not 
required; 
(b) the court may relieve a party seeking judicial review of the 
requirement to exhaust any or all administrative remedies if: 
(i) the administrative remedies are inadequate; or 
(ii) exhaustion of remedies would result in irreparable harm 
disproportionate to the public benefit derived from requiring 
exhaustion. 
SUMMARY OF THE PROCEEDINGS 
Appellant ("Mr. Gunn") filed a declaratory action on September 12, 2005, in 
which he sought to have the District Court declare that the Public Employees 
Health Program ("PEHP") has no subrogation rights to recover paid medical 
expenses after receipt of a settlement on Mr. Gunn's personal injuries claims. See, 
Hearing Record (hereinafter "HR") at 65-67. On September 28, 2005, the 
Appellee, Utah State Retirement Board (the "Board") as administrator for PEHP, 
filed a Motion to Dismiss and a Memorandum in Support of its Motion to Dismiss. 
See, HR 71-83. On December 16, 2005, Judge Hansen entered a ruling granting 
the Board's Motion to Dismiss because the matter was outside of the District 
Court's jurisdiction. See, HR 124-133. Mr. Gunn filed a Notice of Appeal in 
this matter on December 22, 2005. See, HR 137-138. 
STATEMENT OF THE CASE/FACTUAL BACKGROUND 
1. The Utah State Retirement Board ("USRB") administers the Utah State 
Retirement Office ("USRO"), created as an independent state agency 
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pursuant to Utah Code Ann. § 49-11-201(2). The USRO administers the 
state retirement systems, plans and programs. Utah Code Ann. § 49-11-
201(l)(b). See9HR72. 
2. The Public Employees' Health Program ("PEHP") is a program 
administered by the USRO under the provisions of the Group Insurance 
Program Act found in Utah Code Ann. § 49-20-101 et seq. Utah Code 
Ann.§ 49-20-105 states, "The purpose of this chapter is to provide a 
mechanism for covered employers to provide covered individuals with 
group, health . . . requested by the state, its political subdivisions, or 
educational institutions in the most efficient and economical manner." 
PEHP was created as an administrative program of the USRO to 
accomplish this purpose. See, HR 72. 
3. In accordance with its statutory mandate, PEHP contracts with individual 
eligible employees to provide health insurance coverage for employees and 
dependents of political subdivisions of the State. See, HR 72. 
4. Mr. Gunn admits that PEHP "provided health insurance benefits to Plaintiff 
Terry Gunn through his former wife's health plan." HR 66. 
5. The contract between Mr. Gunn and PEHP, the PEHP Master Policy, states 
in sections 4.1, 4.2, and 4.3: 
4.1 CONTRACTUAL REIMBURSEMENT 
In the event that Eligible Benefits are furnished to a 
Member for bodily injury or illness, the Member shall 
reimburse PEHP with respect to a Member's right (to 
the extent of the value of the benefits paid) to any 
3 
claim for bodily injury or illness, regardless of whether 
the Member has been "made whole" or has been fully 
compensated for the injury or illness. 
4.2 SUBROGATION 
In the event that Eligible Benefits are furnished to a 
Member for bodily injury or illness, PEHP shall be and 
is hereby subrogated (substituted) with respect to a 
Member's right (to the extent of the value of the 
benefits paid) to any claim for bodily injury or illness, 
regardless of whether the Member has been "made 
whole" or has been fully compensated for the injury or 
illness. 
4.3 ACCEPTANCE OF BENEFITS AND NOTIFICATION 
Acceptance of the benefits hereunder shall constitute 
acceptance of PEHP's right to reimbursement or 
subrogation rights for liability. It is the responsibility 
of the Member to notify PEHP of any potential 
liability and to notify the liable party and/or the liable 
party's insurer of PEHP's contractual reimbursement 
or subrogation rights. Upon request from PEHP, a 
Member shall execute and deliver to PEHP such 
additional documents as it may require. Any failure to 
produce documents when requested will subject the 
Member to all costs and expenses incurred by PEHP 
on the Member's behalf because of bodily injury or 
illness. 
HR 80-82. 
The PEHP Master Policy further provides that disputes shall 
be resolved through the statutory administrative hearing 
process under U.C.A.§49-11-613. See, HR 73. 
Utah Code Ann. § 49-11-613(1) sets forth the appeals procedure, including 
a formal administrative hearing process and judicial review, for bringing a 
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claim against PEHP for any "benefit claim or legal right under this title." 
HR73. 
8. Pursuant to Utah Code Ann. § 49-11-613, the USRB administrative hearing 
procedure is governed by the Utah Administrative Procedures Act 
("UAPA") under Utah Code Ann. § 63-46b-0.5 et seq. See, HR 74. 
9. Utah Code Ann. §63-46b-14(2) states in part, "A party may seek judicial 
review only after exhausting all administrative remedies available, except.. 
. if the administrative remedies are inadequate;..." HR 74. 
10. After exhaustion of administrative remedies, judicial review of a formal 
administrative hearing process is then allowed under UAPA. Utah Code 
Ann. §63-46b-16.HR74. 
11. Mr. Gunn made no allegation in his Complaint that he ever attempted to 
exhaust any administrative remedies with PEHP or the Board prior to 
bringing this action. See, HR 65-67. 
SUMMARY OF THE ARGUMENT 
Judge Hansen correctly granted the Board's motion to dismiss Mr. Gunn's 
complaint for lack of subject matter jurisdiction. As an independent state agency, 
the Board maintains an administrative hearing process under Utah Code Ann. §49-
11-613 and governed by UAPA. Any claim for a "legal right" or a "benefit" must 
come through the administrative process first before being ripe for judicial 
review. 
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The District Court lacks subject matter jurisdiction over Mr. Gunn's claims 
for three reasons: 1) Utah Code Ann. §49-11-613 unambiguously vests jurisdiction 
over benefits and legal rights under Title 49 with the Board's administrative 
hearing process; 2) Mr. Gunn agreed to administrative jurisdiction through his 
contract with PEHP; and 3) neither the UAPA nor common law exceptions to the 
requirement to exhaust administrative remedies apply. Any of these reasons by 
themselves provide an independent basis to grant subject matter jurisdiction to the 
administrative process and uphold Judge Hansen's decision. 
In this case, PEHP consistently and continuously declared to Mr. Gunn that 
it maintained the right to recover any amount it paid in medical expenses resulting 
from the negligence or liability of a third party. Nowhere did PEHP waive its 
rights, either contractual or statutory, to recover the full amount PEHP paid in 
medical expenses owing from the settlement. More specifically, the PEHP Master 
Policy, the contract between Mr. Gunn and PEHP, also requires that claims be 
submitted through the administrative review process. 
Simply put, Utah law is clear that benefits and legal rights, such as 
adjudication of subrogation claims, must first come before the administrative 
hearing process prior to seeking judicial review. Therefore, Judge Hansen was 
correct in holding, ". . . the Court does not have subject matter jurisdiction... 
" HR 131. As such, PEHP requests this Court to uphold Judge Hansen's decision 
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asserting the lack of subject matter jurisdiction over the Board, an administrative 
agency. 
In addition, while not properly before this Court, PEHP maintains contractual 
subrogation rights under the PEHP Master Policy. Even if this Court were to 
reach the merits of the subrogation issue, the PEHP Master Policy mandates that 
PEHP maintains the right to repayment of all medical expenses paid due to the 
negligence of a third party. Mr. Gunn contractually agreed to repay PEHP the 
amount paid in medical expenses from any amount he received in settlement with 
a third party. Because Mr. Gunn received nearly double the amount in settlement 
as he incurred in medical expenses, PEHP is entitled to full reimbursement of its 
medical expenses under the Master Policy. 
ARGUMENT 
I. JUDGE HANSEN CORRECTLY DETERMINED THAT THE DISTRICT 
COURT DID NOT HAVE SUBJECT MATTER JURISDICTION OVER CLAIMS 
FOR LEGAL RIGHTS OR BENEFITS AGAINST THE BOARD. 
The District Court correctly found that it lacked subject matter jurisdiction to 
make a determination regarding the legal rights or benefits expressly granted to the 
Board by statute. The Court held, " . . . the claims and allegations made by 
Plaintiff [Mr. Gunn] do not grant this Court subject matter jurisdiction over the 
claims because the Plaintiff [Mr. Gunn] cannot obtain declaratory or other relief 
without first exhausting agency administrative remedies pursuant to Utah Code 
Annotated Title 49 and the PEHP Master Policy." HR 131. The United States 
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Supreme Court has held, "The requirement that jurisdiction be established as a 
threshold matter . . . is 'inflexible and without exception'" and "'[jJurisdiction is 
power to declare the law,' and '[w]ithout jurisdiction the court cannot proceed at 
all in any cause.'" Ruhrgas Ag v. Marathon Oil Co., 526 U.S. 574, 577, 119 
S.Ct.1563, 1567 (1999)(internal citations omitted.) 
Mr. Gunn cites to Utah Code Ann. §78-33-1 as authority in support of his 
argument that the district court could and should have made a decision regarding 
the contractual subrogation claims in his complaint for declaratory action. Yet, the 
Utah Supreme Court has held regarding complaints for declaratory action, 
"District courts are authorized 'to declare rights, status and other legal relations.' 
Utah Code Ann. §78-33-1. However, not only may a court decline to exercise this 
authority, but is must do so when it has no subject matter jurisdiction." Sheppick 
v. Albertson 's Inc., 922 P.2d 769, 776 (Utah 1996). As these cases clearly point 
out subject matter jurisdiction is the threshold legal matter. 
The District Court has no subject matter jurisdiction over Mr. Gunn's 
claims for three reasons: 1) U.C.A. §49-11-613 unambiguously vests jurisdiction 
over benefits and legal rights under Title 49 with the Board's administrative 
hearing process; 2) Mr. Gunn agreed to administrative jurisdiction through 
contract with PEHP; and 3) exceptions to the requirement to exhaust 
administrative remedies do not apply. Each of these reasons, discussed infra, 
provide an independent basis to grant subject matter jurisdiction to the 
administrative agency and uphold Judge Hansen's decision. As such, Mr. Gunn's 
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recourse against PEHP lies with the administrative hearing process, not with the 
District Court. 
A, UNDER UTAH CODE ANN. §49-11-613, SUBJECT MATTER JURISDICTION 
OVER MR. GUNN'S SUBROGATION CLAIM AGAINST PEHP LIES WITH THE 
ADMINISTRATIVE HEARING PROCESS. 
Utah law plainly states that jurisdiction over any person's dispute 
concerning a benefit or legal right with PEHP, must be brought through the 
administrative hearing process outlined in Utah Code Ann. §49-11-613. 
The Board, an independent state agency, administers PEHP under the 
provisions of the Public Employees' Benefit and Insurance Program Act found in 
Utah Code Ann. §49-20-101, et. seq. Utah Code Ann. §49-11-613, consistent with 
the Utah Administrative Procedures Act found in Utah Code Ann. §§63-46b-l et. 
seq., sets forth the appeals procedure for bringing a claim against PEHP for any 
"benefit" or "legal right" under this title. This procedure includes a formal 
administrative hearing process, and judicial review. Utah Code Ann. §49-11-613 
states in part, 
(l)(a) All members, retirees, participants, alternative payees, or 
covered individuals of a system, plan, or program under this title 
shall acquaint themselves with their rights and obligations under this 
title. 
(b) A person who claims a benefit, legal right, or employment right 
under this title shall request a ruling by the executive director. 
(c) A person who is dissatisfied by a ruling of the executive director 
with respect to any benefit claim or legal rights under any 
system, plan, or program under this title shall request a review of 
that claim by a hearing officer. 
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(7) A party aggrieved by the board's decision may obtain judicial 
review by complying with the procedures and requirements of Title 
63, Chapter 46b, Administrative Procedures Act. 
Thus, according to the plain language of the statute, all covered individuals must 
exhaust their administrative remedies prior to seeking judicial review. Utah 
Courts have previously held that the failure to exhaust administrative remedies 
deprived the retirement board of the opportunity to hear, analyze, and critically 
review a matter within the purview of its particular responsibility and expertise. 
See, Johnson v. Utah State Retirement Office, 621 P.2d 1234, 1237 (1980). 
Judge Hansen in is decision specifically found section 49-11-613 to be 
unambiguous in requiring jurisdiction with the administrative process. He 
concluded, "This section [ Utah Code Ann. §49-11-613] is unambiguous. It 
provides that 'all members' regarding 'any dispute' shall make an initial request 
for review from the executive director. The language of the statute, pursuant to 
the contract in question, is clear." HR 129. 
Yet, despite the plain language of the statute, Mr. Gunn wrongfully claims 
that he is not requesting either a "legal right" or a "benefit" from PEHP. Mr. 
Gunn's brief states, "Plaintiff has not brought a 'benefit claim' against PEHP. 
Plaintiff also is not seeking to establish his 'legal right' to benefits under the Act." 
Brief of Appellant at 7. However, his own complaint against PEHP belies his 
argument in claiming, "A dispute has arisen between Defendant PEHP and Mr. 
Gunn concerning their rights . . . PEHP is not entitled to reimbursement of any 
amount." HR 66. Clearly, Mr. Gunn wished the District Court to adjudicate 
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PEHP's and Mr. Gunn's "legal rights" of subrogation. Thus, for the subject matter 
of Mr. Gunn's claim, jurisdiction, by statute, lies with the administrative hearing 
process. 
Similarly, contrary to Mr. Gunn's argument, PEHP's subrogation rights 
arise out of Title 49. Because PEHP is created by statute, it simply cannot act 
outside its statutory authority. Hence, all rights, duties and claims against PEHP 
arise out of its creation document, Title 49, Chapter 20. As provided in Utah Code 
Ann. §49-20-105, one of PEHP's duties is to "provide a mechanism for covered 
employers to provide covered individuals with group health . . . coverage . . . in 
the most efficient and economical manner." The manner in which PEHP fulfills 
this duty is by contacting with employees through a medical Master Policy which, 
in line with the health insurance industry standards, creates the terms and 
conditions on which health coverage benefits are paid. The PEHP Master Policy 
grants PEHP specific rights to recover the amount paid in medical expenses from 
any third party liability against its covered individuals in Section IV when it states, 
In the event that Eligible Benefits are furnished to an Insured 
for bodily injury or illness caused by a third party, PEHP 
shall be and is hereby subrogated (substituted) with respect to 
an Insured's right (to the extent of the value of the benefits 
paid) to any claim against the third party causing bodily 
injury or illness, regardless of whether the Insured has been 
made whole or has been fully compensated for the injury or 
illness. 
Acceptance of the benefits hereunder shall constitute 
acceptance of PEHP's subrogation rights.. . . 
Addendum B at 10. 
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Thus, because the Master Policy fulfills PEHP's statutory obligation to 
provide health benefits economically, and because the Master Policy contains a 
subrogation section, the adjudication of PEHP's and Mr. Gunn's subrogation 
rights arise out of Title 49. Furthermore, as an independent state agency, PEHP 
cannot act outside of the parameters of Title 49, Chapter 20. Therefore, 
jurisdiction over PEHP and the terms of the PEHP Master Policy properly lies 
with the administrative hearing process under Utah Code Ann. §49-11-613. 
Further, Mr. Gunn's argument that "questions of law" cannot be decided by 
the administrative process is unfounded. Specifically, Mr. Gunn states, "Utah 
courts acknowledge parties need not pursue administrative procedures where 
preliminary questions of law exist." Brief of Appellant at 14. However, Utah 
Appellate Courts have properly limited the times when parties need not pursue 
administrative remedies against an agency to cases when the administrative 
tribunal could not decide the issue. See, e.g. Brumley v. Utah State Tax Comm 'n., 
868 P.2d 796 (Utah 1993)(finding that a challenge to organic legislation cannot be 
decided by administrative hearing); TDM, Inc. v. Utah State Tax Comm >z, 2004 
UT App 433, 103 P.3d 190 (holding constitutional challenge to organic legislation 
creates exception to exhaustion requirement.). However, administrative tribunals 
typically decide questions of law. See, e.g. King v. Industrial Com 'n of Utah, 850 
P.2d 1281 (Utah Ct. App. 1993); Epperson v. Utah State Retirement Bd9 949 P.2d 
779 (Utah Ct. App. 1997). In fact, this Court gives deference to an administrative 
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agency's legal decisions when the governing statute grants the agency discretion 
to determine questions of law. Id. 
Here, Utah Code Ann. §49-1 l-613(2)(d) specifically provides that the 
administrative hearing officer shall "make conclusions of law in determining the 
person's rights under any system, plan, or program under this title . . .." No 
credible argument can be made that the Board cannot decide "legal issues" under 
its process. 
In addition to a "legal right," Mr. Gunn's complaint also requests a 
"benefit" from PEHP. When Mr. Gunn was injured, PEHP paid his medical 
expenses pursuant to the Master Policy without knowing that they resulted from 
the negligence of a third-party. The PEHP Master Policy, the contract between 
Mr. Gunn and PEHP, specifically requires a covered individual to repay any health 
coverage for medical expenses resulting from the liability of a third-party. The 
Master Policy states, 
In the event that Eligible Benefits are furnished to an Insured for 
bodily injury or illness caused by a third party, PEHP shall be and is 
hereby subrogated (substituted) with respect to an Insured's right (to 
the extent of the value of the benefits paid) to any claim against the 
third party causing bodily injury or illness, regardless of whether the 
Insured has been made whole or has been fully compensated for the 
injury or illness. 
Addendum B at 10. 
In other similar situations when requesting a return of accidentally paid 
benefits, PEHP also has required covered individuals to exhaust administrative 
remedies prior to seeking judicial review. For example, PEHP occasionally pays 
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medical expenses during the lag time between an employee's termination and 
PEHP's receipt of notice of the employee's termination. Any dispute over the 
repayment of those claims comes first through the administrative hearing process 
prior to judicial review. Therefore, because Mr. Gunn received health benefits 
caused by the negligence of a third-party, jurisdiction over any allegation that he 
should keep those benefits is statutorily mandated with the administrative hearing 
process. 
In sum, the unambiguous language of Utah Code Ann. §49-11-613 bestows 
jurisdiction on the administrative hearing process, and not the District Court, for 
the adjudication of any "legal right" or "benefit" under Title 49. Because Mr. 
Gunn's complaint requested an adjudication of both "legal rights" and "benefits," 
Judge Hansen correctly dismissed Mr. Gunn's complaint for lack of subject matter 
jurisdiction. 
B. IN ADDITION TO THE STATUTORY MANDATE, MR. GUNN AGREED TO THE 
JURISDICTION OF THE ADMINISTRATIVE HEARING PROCESS IN HIS 
CONTRACT WITH PEHP. 
Mr. Gunn's contract with PEHP, the PEHP Master Policy, requires any 
claim against PEHP to come through an administrative hearing process. Section 
5.3 of the Master Policy states, 
If the Member disagrees with PEHP's action, the Member may 
request a full and fair review, by writing to the Medical Review 
Committee within 180 days after receiving notice of denial. 
Requests for review of claims should be mailed to: 
Medical Review Committee 
Public Employees Health Program 
14 
560 East 200 South 
Salt Lake City, Utah 84102-2004 
If the Member disagrees with the decision or action taken by the 
Medical Review Committee, he/she has the right to request an 
Administrative Review. Upon written request, including receipt of 
any pertinent additional information or comments, the 
Administrative Review Committee will commence an investigation. 
Written notification of its outcome will be mailed to the Member. 
If a Member is not satisfied with a decision of the Administrative 
Review Committee, an appeal in writing may be sent to the 
Executive Director of Utah Retirement Systems, stating the facts of 
the situation, the remedy desired, and the basis in law or equity 
which warrants it. The Executive Director will review the case and 
either grant or deny the request. 
If request for appeal is denied by the Executive Director a Member 
may, within 30 days of the denial, file a written petition with the 
hearing officer in accordance with the procedure set forth in Utah 
Code Annotated §49-11-613. Member must file the petition to the 
hearing officer on a standard form provided by and returned to the 
Retirement Office. Once the hearing process is complete, the 
hearing officer will prepare an order for the signature of the Utah 
Retirement Board President and submit it to the Executive Director 
within 30 days. 
Addendum B at 11. 
Should the Member disagree with the decision of the hearing officer, he/she 
may either petition the Board for reconsideration or directly appeal to the Utah 
Court of Appeals within 30 days. 
No provision in the Master Policy allows PEHP or Mr. Gunn to sidestep the 
requirement to exhaust administrative remedies. Thus, under the plain language of 
the contract, Mr. Gunn agreed to the jurisdiction of the administrative process to 
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determine his legal rights and benefits. As such, Judge Hansen correctly 
dismissed Mr. Gunn's complaint for lack of subject matter jurisdiction. 
C. MR, GUNN FAILED TO MEET EITHER OF THE STATUTORY OR COMMON 
LAW EXCEPTIONS TO THE REQUIREMENT TO EXHAUST ADMINISTRATIVE 
REMEDIES BEFORE SEEKING JUDICIAL REVIEW AGAINST THE BOARD. 
When seeking judicial review against an agency of the state, a plaintiff 
must show she has exhausted all her administrative remedies prior to seeking 
judicial review. See, Horn v. Utah Dept. of Pub. Transp., 962 P.2d 95, 99 (Utah 
Ct. App. 1998). Mr. Gunn makes no claim he even attempted to exhaust 
administrative remedies before the Board before seeking judicial review by the 
District Court. The only statutory way to avoid the exhaustion requirement is to 
meet one of the statutory exceptions found in UAPA. Utah Code Ann. §63-46b-
14(b)(i) and (ii). This section provides that a court may exempt the party seeking 
judicial review from the requirement to exhaust administrative remedies if, "1) the 
administrative remedies are inadequate; or, 2) the exhaustion of remedies would 
result in irreparable harm disproportionate to the public benefit derived from 
requiring exhaustion." 
Thus, in order to attempt to sidestep the exhaustion requirement, Mr. Gunn 
must show either that the administrative remedies are inadequate or the exhaustion 
of remedies would result in irreparable harm. He did neither. In his decision, 
Judge Hansen found, "The Court does not relieve Mr. Gunn of the requirement to 
exhaust PEHP's administrative remedies before seeking judicial review. The 
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Court does not find that the outlined administrative remedies are inadequate; nor, 
does it find that requiring Mr. Gunn to exhaust administrative remedies would 
result in irreparable harm." HR. 130. Because Mr. Gunn failed to provide even an 
allegation that the administrative process would be inadequate or cause irreparable 
harm, Judge Hansen correctly determined that no reason existed for Mr. Gunn's 
failure to avail himself of the administrative hearing process. 
Mr. Gunn's reading of the case law regarding exhaustion is similarly 
misplaced. It is well settled law that exhaustion of administrative remedies is 
required prior to seeking judicial review against an agency. See, e.g. Nebeker v. 
Tax Comm % 2001 UT 74, 34 P.3d 180; State Tax Comm 'n. v. Iverson, 782 P.2d 
519 (Utah 1989); Johnson v. Utah State Retirement Office, 621 P.2d 1234 (Utah 
1980). Since the adoption of UAPA in 1987 by the legislature, these rulings have 
become even clearer. See, Id. Given that UAPA and its statutory exhaustion 
requirements were not adopted until 1987, common law exceptions to the 
administrative requirements prior to that date are of little value today. Still, even 
under the common law exceptions, jurisdiction over Mr. Gunn's subrogation claim 
lies with the administrative process. 
In IML Freight, Inc. v. Ottosen, 538, P.2d 296 (Utah 1975), the Court 
wrestled with an apparent conflict between the No Fault Insurance Act and the 
Workmen's Compensation Act. Because the legal question was which Act 
controlled, the Court determined that the administrative body could not interpret a 
statute outside of its statutory authority. Id. at 298. Thus, where the 
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administrative tribunal must interpret the law outside of his statutory jurisdiction, 
exhaustion of administrative remedies is not required. However, in this case, the 
only issue to be resolved is whether PEHP maintains the right to recover a portion 
of Mr. Gunn's settlement with a negligent third party for medical expenses paid by 
PEHP. Because the administrative tribunal need not interpret any law outside of 
Title 49, the general rule requiring exhaustion of administrative remedies applies, 
and jurisdiction remains with the administrative agency. 
Similarly, in Walker Bank & Trust Co. v. Taylor, 390 P.2d 592 (Utah 
1964), the Court waived the final administrative exhaustion requirement of Walker 
Bank before the State Bank Commissioner because the administrative body was 
acting "without the scope of his or its defined statutory authority." Id. at 595. 
Because obtaining a ruling outside of the agency's authority would be "futile and 
useless," the Court did not require Walker Bank to fully exhaust administrative 
remedies. Even still, the Court specifically noted, "We agree that, under most 
circumstances, exhaustion of administrative remedies is required before legal 
action may be taken." Id. Contrary to the fact in Walker Bank, the Board's 
hearing officer would be acting fully within the scope of its statutory authority 
under Title 49 in determining the meaning and application of the PEHP Master 
Policy as applied to Mr. Gunn's settlement. As such, exhaustion of administrative 
remedies is required for Petitioner prior to seeking judicial review. 
Lastly, Mr. Gunn cites to TDM, Inc. v. Utah State Tax Comm % 2004 UT 
App 433, 103 P.3d 190 in arguing that exhaustion is not required. In TDM the 
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plaintiff challenged the constitutionality of the organic agency legislation claiming 
it violated the First Amendment. In a case where the organic legislation is 
challenged, the Court held that "exhaustion would serve no useful purpose" 
because "no alternative administrative basis could resolve the issue." Id. at yb. 
The Court clearly distinguished this case from the general rule requiring 
exhaustion on the constitutional basis. Once again, Mr. Gunn failed to raise any 
constitutional issue concerning PEHP's organic legislation. As such, no exception 
to the requirement to exhaust administrative remedies applies. 
Mr. Gunn simply cannot manufacture a valid legal excuse for his failure to 
exhaust administrative remedies before the Board under Utah Code Ann. §49-11-
613. 
In conclusion, the plain language of Utah Code Ann. §49-11-613, the 
contract language, and the UAPA statutory requirement to exhaust administrative 
remedies, all show that Judge Hansen properly dismissed Mr. Gunn's District 
Court claims against PEHP for lack of subject matter jurisdiction. 
II. EVEN THOUGH THE DETERMINATION OF PEHP' S SUBROGATION 
RIGHTS IS NOT PROPERLY BEFORE THE COURT, PEHP MAINTAINS 
SUBROGATION RIGHTS AGAINST MR. GUNN'S SETTLEMENT UNDER 
THEIR CONTRACT, THE PEHP MASTER POLICY. 
Although the District Court properly limited its ruling to the issue of 
subject matter jurisdiction, Mr. Gunn wrongfully appeals to this Court as if 
PEHP's subrogation rights are to be determined by this tribunal as if it were a trial 
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court. While the Board believes that such arguments are premature before it has 
even had the opportunity to answer Mr. Gunn's Complaint, PEHP will respond to 
Mr. Gunn's issues regarding PEHP's subrogation rights below. However, PEHP 
waives no right that in responding to the claims before this Court. 
The PEHP Master Policy, the contract between Mr. Gunn and PEHP, 
unambiguously allows PEHP to recover amounts from a third party liability 
settlement or judgment from its covered individuals in subrogation. The PEHP 
Master Policy states, 
In the event that Eligible Benefits are furnished to an Insured for 
bodily injury or illness caused by a third party, PEHP shall be and is 
hereby subrogated (substituted) with respect to an Insured's right (to 
the extent of the value of the benefits paid) to any claim against the 
third party causing bodily injury or illness, regardless of whether the 
Insured has been made whole or has been fully compensated for the 
injury or illness. 
Addendum B at 10. 
As further support of PEHP's contractual reimbursement rights resulting 
from third party liability, this Court recently stated, "The subrogation doctrine can 
be modified by contract, but in the absence of express terms to the contrary, 'the 
insured must be made whole before the insurer is entitled to be reimbursed from a 
recovery from the third-party tort feasor.'" Birch v. Fire Ins. Exchange, 122 P.3d 
696, 698 (Utah Ct. App. 2005) (emphasis added); citing, Hill v. State Farm Mut 
Auto. Ins. Co., 765 P.2d 864, 866 (Utah 1988). Thus, if subrogation rights are 
modified by contract, courts will enforce the contract language and equitable 
subrogation principles do not apply. As such, issues such as comparative 
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negligence, laches or waiver are irrelevant to the determination of subrogation 
rights because the rights between Mr. Gunn and PEHP are governed solely by the 
contract language. 
Mr. Gunn failed to make any argument that the PEHP Master Policy does 
not apply or is ambiguous in any way. Additionally, Mr. Gunn never claimed 
PEHP expressly waived or diminished its contractual reimbursement rights in any 
way. To the contrary, PEHP consistently maintains that Mr. Gunn's counsel did 
not represent PEHP. As such, the plain language of the contract grants PEHP 
subrogation rights to Mr. Gunn's third-party liability settlement in the amount that 
PEHP paid in medical expenses. 
In sum, because subrogation rights can be modified by contract, and 
because Mr. Gunn and PEHP determined their respective subrogation rights 
through contract, Mr. Gunn is bound by the contract terms granting PEHP 
subrogation rights. 
CONCLUSION 
The Board hereby asks this Court to reject Mr. Gunn's appeal in its 
entirety. Mr. Gunn's appeal fails for the following reasons: 1) Utah Code Ann. 
§49-11-613 unambiguously vests jurisdiction over benefits and legal rights under 
Title 49 with the Board's administrative hearing process; 2) Mr. Gunn agreed to 
administrative jurisdiction through contract with PEHP; and 3) exceptions to the 
requirement to exhaust administrative remedies do not apply. 
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Conversely, even though the determination of PEHP's subrogation rights is 
not properly before the Court, PEHP maintains subrogation rights against Mr. 
Gunn's settlement under their contract, the PEHP Master Policy. 
DATED this »" day of May, 2006. 
C 
David B. Hansen 
Howard, Phillips & Andersen 
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ADDENDUM "A" 
IN THE SECOND JUDICIAL DISTRICT, DAVIS COUNTY 
STATE OF UTAH 
TERRY GUNN, 
Plaintiff, 
vs. 
UTAH STATE RETIREMENT 
OFFICE/UTAH STATE RETIREMENT 
BOARD, a.lca., PUBLIC EMPLOYEES 
HEALTH PROGRAM, a.lc.a., PEHP, INC. 
Defendant by Interpleader and 
Declaratory Action. 
RULING AND ORDER ON 
DEFENDANT'S MOTION TO DISMISS 
Case No. 030700063 
Judge: DARWIN C. HANSEN 
The above entitled matter having come before the Court on Defendant's Motion to 
Dismiss, and the Court having reviewed the Motion and Plaintiffs Opposition thereto; and the 
Court being fully advised in the premises of each, makes the following rulings. 
BACKGROUND 
The matter before the Court concerns claims filed by Plaintiff, Terry Gunn ("Gunn") 
against Defendant by Interpleader and Declaratory Action, Utah State Retirement Office/Utah 
State Retirement Board a.k.a. Public Employees Health Program ("PEHP") to challenge PEHP's 
claimed right to subrogation of settlement monies paid to him by Valley Properties, Inc. 
On September 12, 2005, Plaintiff filed a Complaint against PEHP seeking Declaratory 
Relief on the grounds that: 1) PEHP is only entitled to reimbursement in proportion equal to the 
negligence of Dismissed Defendant, Valley Properties; 2) PEHP must pay a proportionate share 
of attorney fees; 3) PEHP is not entitled to reimbursement under the principles of equitable 
subrogation, of any amount because the settlement is of a disputed trip and fall with Valley 
Properties, which failed to make Plaintiff whole, and 4) PEHP willfully failed to participate in 
the settlement proceedings with Valley Properties and theieby, waived any claim they may have 
have to reimbursement from the settlement pioceeds On September 28, 2005, Defendant, 
pursuant to Rules 12(b)(1), (6) of the Utah Rules of Civil Procedure, filed a Motion to Dismiss 
on the grounds that 1) the claims and allegations made by Plaintiff do not grant this Court 
subject matter jurisdiction over the claims, 2) the claims and allegations made by the Plaintiff 
insufficiently state any claim upon which relief may be granted, and, 3) Plaintiff cannot obtain 
declaratory or other relief without first exhausting agency administrative remedies pursuant to 
Utah Code Annotated Title 49 and the PEHP Master Policy On October 17, 2005, Defendant 
filed a Request to Submit for Decision Plaintiff submitted a Memorandum in Opposition to 
Defendant PEHP's Motion to Dismiss on October 19, 2005 On October 26, 2005, a Reply to 
Plaintiffs Memorandum in Opposition to PEHP's Motion to Dismiss was filed by Defendant 
The Court dismissed Plaintiffs claim against Defendant Valley Properties on October 28, 2005 
Having reviewed the parties' pleadings and arguments, the Court addresses each element 
of the Defendant's Motion to Dismiss 
ANALYSIS 
I Motion to Dismiss 
A Legal Status of PEHP 
The Court first addresses Defendant's claim that "PEHP" does not exist as a legal entity 
and therefore, any claims against it must be dismissed The Utah Rules of Civil Procedure 
provide that "[a] party may amend his pleading once as a matter of course at any time before a 
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response pleading is served." R. 15(a) (2005). Plaintiff submitted an Amended Complaint on 
October 19, 2005 identifying the Utah State Retirement Office/Utah State Retirement Board as 
the appropriate party'to the suit as administrator of PEHP. 
B. Rule 12(WU Subject Matter Jurisdiction 
The threshold issue is whether Plaintiff is required by contractual/statutory language to 
exhaust administrative remedies before seeking judicial review to determine his rights in relation 
with PEHP's claimed subrogation rights. 
Generally under Utah law, a party objecting to an agency action must exhaust all 
administrative remedies before seeking judicial review. Horn v. Utah Dept. of Pub. Transp.. 962 
P.2d 95, 99 (Utah Ct. App. 1998). The basic purpose for such a review "is to allow an 
administrative agency to perform functions within its special competence - - to make a factual 
record, to apply its expertise, and to correct its own errors to moot judicial controversies." 
Maverick Country Stores. Inc. v. Indus. Comm'n of Utah. 860 P.2d 944, 947 (Utah 1993). There 
are exceptions to the requirement that a party must exhaust all administrative remedies. 
Specifically, the court may exempt the party seeking review from the requirement to exhaust any 
or all remedies if: "1) the administrative remedies are inadequate; or, 2) the exhaustion of 
remedies would result in irreparable harm disproportionate to the public benefit derived from 
requiring exhaustion." Utah Code Ann. § 63-46b-14(b)(i), (ii) (2005). The court must dismiss 
the case if the exceptions do not apply. Maverick, 860 P.2d at 946 (citing Silva v. Dep't of 
Employment Sec, 786 P.2d 246, 247 (Utah App. 1990); see also Thompson v. Jackson. 743 P.2d 
1230, 1232 (Utah App. 1987). That is, "[wjhen a matter is outside the court's jurisdiction it 
retains only the authority to dismiss the action." Horn, 962 P.2d at 99. In addition, pursuant to 
Section 63-46b~16 of the Utah Code Annotated, only the Supreme Court or the Court of Appeals 
has jurisdiction to review final agency actions resulting from formal adjudicative proceedings. 
See R. 1 (2005). The District Court does not function as an intermediate appellate court except 
to review de novo informal adjudicative proceedings. In re Topik, 761 P.2d 32, 34 (Utah Ct. 
App. 1988); Utah Code Ann. § 63-46b-15(l)(a) (1988). Plaintiff Gunn does not assert that he 
has participated in either an informal or formal review proceeding with Defendant PEHP. 
Defendant PEHP contends that Plaintiff contractually agreed to resolve disputes regarding 
his health plan through the prescribed statute, Utah Code Ann. § 49-11 -613. Plaintiff s 
argument against the need to exhaust administrative remedies is twofold. First, Plaintiff asserts 
that the Declaratory Action is necessary to establish comparative fault between Plaintiff Gunn 
and now dismissed Defendant, Valley Properties. Second, Plaintiff asserts the contract in 
question only requires administrative appeal for claims by the beneficiary which are denied or 
paid in-part. To fully address the threshold issue, the Court must first address relevant contract 
law. 
"In interpreting a contract, the intentions of the parties are controlling." Dixon v. Pro 
Image Inc., 987 P.2d 48, 52 (Utah 1999) (citing Winegar v. Froerer Corp., 813 P.2d 104, 108 
(Utah 1991)). If the language used in the contract is not ambiguous then the parties' intentions 
are determined from the plain meaning of the language. Id. Whether a contract is ambiguous is a 
question of law, Enerco. Inc. v. SOS Staffing Servs. Inc., 52 P.3d 1272, 1273 (Utah 2002) 
(citing Dixon., 987 P.2d at 52; see also Fitzgerald v. Corbett, 793 P.2d 356, 358 (Utah 1990)). A 
contract provision is deemed ambiguous if it is capable of more than one reasonable 
interpretation. Id. at 1274 (citing Winegar, 813 P.2d at 108). If the contract is found to be 
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ambiguous, the court "may consider extrinsic evidence of the parties' intentions." Peterson v. 
TheSunriderCorp.,48 P.3d 918, 925 (Utah 2002) (citing Winegar, 813 P.2d at 108; see also 
Ward v. Intermountain Farmers Ass'n, 901 P.2d 264, 268 (Utah 1995); Interwest Constr. v. 
Palmer, 923 P.2d 1350, 1359 (Utah 1996); Faulkner v, Farnsworth, 665 P.2d 1292, 1293 (Utah 
1983)). That is, the court is not required to consider only the language of the contract in 
determining the intentions of the parties. The court must consider any relevant evidence, so that 
it "can place itself in the same situation the parties found themselves at the time of contracting." 
Id. (citing Ward, 907 P.2d at 268 (quoting Pac. Gas & Elec. Co. v. G. W. Thomas Dravage & 
Rigging Co., 442 P.2d 641, 645 (Cal. 1968)). Generally, a court must resolve contractual 
ambiguity so as to "harmonize and give effect to all of [its] provisions," including relevant 
statutoiy provisions. Dixon, 987 P.2d at 52 (citing Nielsen v. O'Reilly. 848 P.2d 664, 665 (Utah 
1993); see also Willard Pease Oil & Gas Co. v. Pioneer Gas & Oil Co.. 889 P.2d 766, 770 (Utah 
1995)). 
PEHP's contract a.k.a. "Medical Master Policy" provides under Section Five (5) Claims 
Submission, Information, and Appeals, specifically Section 5.3 Claims Appeals Process: 
If a Member disagrees with PEHP's action, the Member may request a 
full and fair review, by writing to the Medical Review Committee within 180 
days after receiving notice of denial. . . . If the Member disagrees with the 
decision or action taken by the Medical Review Committee, he/she has the 
right to request an Administrative Review. . . . If a Member is not satisfied 
with a decision of the Administrative Review Committee, an appeal in writing 
may be sent to the Executive Director of Utah Retirement Systems. . . .If 
request for appeal is denied by the Executive Director a Member may. . . file a 
written petition with the hearing officer in accordance with the procedures set 
forth in Utah Code Annotated §49-11-613. . . .Should the Member disagree 
with the decision of the hearing officer, he/she may either petition the Board 
[Utah Retirement Board] for reconsideration or directly appeal to the Utah 
Court of Appeals. . . . 
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Plaintiff alleges that the administrative review procedure outlined refers to Member's claim 
related matters and, since a similar review procedure is not outlined or mentioned in Section Four 
(4) Subrogation and Contractual Reimbursement, Plaintiff is not required to initially seek 
administrative review. Defendant argues that although the administrative review procedure is not 
outlined in every section, as it would be impractical, it is applicable to all Member issues 
including matters of benefits and rights. Therefore, Plaintiff must use the outlined review 
process to initially address whether PEHP is entitled to reimbursement of any monies Plaintiff 
received in a settlement with Valley Properties. 
The contract does not address when a Member would need to refer to the administrative 
review process outside of a claims action and thus is ambiguous. Therefore, the Court refers to 
Section 49-11-613 of the Utah Code Annotated for guidance and clarification. The code 
provides in-part: 
(1) (a) All members, retirees, participants, alternative payees, or covered 
individuals of a system, plan, or program under this title shall acquaint 
themselves with their rights and obligations under this title. 
(b) Any dispute regarding a benefit, right, obligation, or employment right 
under this title is subject to the procedures providedunder this section. 
(c) A person who disputes a benefit, right, obligation, or employment right 
under this title shall request a ruling from the executive director. 
This section is unambiguous. It provides that "all members" regarding "any dispute" shall make 
an initial request for review from the executive director. 
The language of the statute, pursuant to the contract in question, is clear. Members 
disputing a right or benefit administered by the Utah State Retirement Systems must pursue 
administrative review procedures consistent with the statutory provisions as referenced by the 
contract. 
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Plaintiff argues that insurance policies are adhesion contracts drafted by the insurance 
company and therefore, should be strictly construed against the insurer. United States Fidelity & 
Guaranty Go. v. Sandt 854 P.2d 519, 522 (Utah 1993). The key distinguishing factor however, 
between the case at bar and U.S. Fidelity & Guaranty (USF&G), is that Mr. Gunn does not claim 
that he was denied coverage of benefits by PEHP. On the contrary, PEHP paid benefits to Mr. 
Gunn in the amount of $7,461.32 as a result of his injuries. See PL's Am. Compl. at 2. In 
USF&G, the plaintiffs dispute with the insurance company centered on the underinsured 
coverage language in plaintiffs contract. 854 P.2d at 519. The Utah Supreme Court held for 
plaintiffs, "It follows that ambiguous or uncertain language in an insurance contract that is fairly 
susceptible to different interpretations should be construed in favor of coverage. . . . It also 
follows that if an insurance contract has inconsistent provisions, one which can be construed 
against coverage and one which can be construed in favor of coverage, the contract should be 
construed in favor of coverage."854 P.2d at 523. The nature of the issue in USF&G was 
coverage, for which the Utah Supreme Court further stated, "[P]rovisions that limit or exclude 
coverage should be strictly construed against the insurer." Id. There is no question that Mr. 
Gunn did receive benefitted coverage for his injuries from PEHP. The issue before this Court is 
whether Mr. Gunn must address his claimed rights to retain the benefit paid in relation with 
PEHP's claimed subbrogation rights through an administrative review process. 
The Court does not relieve Mr. Gunn of the requirement to exhaust PEHP's 
administrative remedies before seeking judicial review. The Court does not find that the outlined 
administrative remedies are inadequate; nor, does it find that requiring Mr. Gunn to exhaust 
administrative remedies would result in irreparable harm. .See surpa. As stated before, Members 
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disputing a right 01 benefit administered by the Utah State Retnement Office/Board must pursue 
administrative review procedures consistent with the statutory provisions as referenced by the 
contract This is the intention of the contracting party 
Because the Couit does not have subject mattei junsdiction, it does not need to address 
Plaintiffs claim that 1) PEHP is only entitled to reimbursement in proportion equal to the 
negligence of Dismissed Defendant, Valley Properties, 2) PEHP must pay a proportionate shaie 
of attorney fees, 3) PEHP is not entitled to reimbursement under the principles of equitable 
subrogation, of any amount because the settlement is of a disputed trip and fall with Valley 
Pioperties, which failed to make Plaintiff whole, and, 4) PEHP willfully failed to participate m 
the settlement proceedings with Valley Properties and thereby, waived any claim they may have 
have to reimbursement from the settlement proceeds If the Plaintiff is dissatisfied with Utah 
State Retirement System's final agency action, he may submit for appellate review consistent 
with Utah Code Ann §§ 63-46B-13(3)(b), 64-46b-15(l)(a), or 63-46b-16(2) 
CONCLUSION 
In conclusion, because this Court finds that this matter is outside of the court's 
jurisdiction, it must find in support of Defendant PEHP's Motion to Dismiss Pursuant to Rules 
12(b)(1) of the Utah Rules of Civil Piocedure 1) the claims and allegations made by Plaintiff do 
not grant this Court subject matter jurisdiction ovei the claims because the Plaintiff cannot obtain 
declaratory or othei relief without first exhausting agency administrative remedies pursuant to 
Utah Code Annotated Title 49 and the PEPIP Medical Master Policy 
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ORDER 
Based on the foregoing, the Court grants the Defendant's Motion to Dismiss and hereby, 
dismisses Plaintiffs complaint pending Plaintiffs exhausting available administrative remedies. 
Dated December &£? 2005. 
BY THE COURT: 
/ / 
/ - ( 4~ / -
IMRWTN C: HANSEN 
DISTRICT COURT JUDGE 
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I certify that I mailed a true and correct copy of the foregoing Ruling and Order dated 
this ic'lv day of "„• ,,.;\ \i&.• ._, 2005, postage prepaid, to the following: 
Peter W. Summerhill 
James R. Hasenyager 
Hasenyager & Summerhill 
1004 -24th Street 
Ogden,UT 84401 
David B. Hansen 
Liza J. Eves 
Howard, Phillips & Andersen 
560 East 200 South, Suite 300 
Salt Lake City, UT 84102 
x
 ••': . . . . . t ^ a . 
Pam Mazalieri , ., 
Law Clerk for the Honorable Darwin C. Hansen 
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ADDENDUM "B" 
O 6 
Preferred 
Provider Plans 
[Medical 
Master Policy 
This Master Policy contains a detailed overview of the benefits for 
the various PEHP Preferred Care medical plans. It does not apply to 
the PEHP Advantage Care, the PEHP Summit Care, the Jordan School 
District, or the Children's Health Insurance Program (CHIP) plans. 
This Master Pot icy is subject to change each policy year. 
It is important for you to familiarize yourself with the information provided in 
this Master Policy to best utilize your medical plan. This Master Policy provides 
an overview of your coverage; it should be used in conjunction with the separate 
Benefits Summary for specific information on coverage levels and maximums, 
eligibility, enrollment, and other information particular to your employer. 
Please refer to both this Master Policy and the Benefits Summary for 
your Employer Group's Eligible Benefits. For some Employer Groups, the 
Master Policy and the Benefits Summary may differ. In any conflict regarding 
Eligible Benefits, the Benefits Summary supersedes the Master Policy. 
In all other instances, the Master Policy supersedes the Benefits Summary. 
PEHP Advantage Care members, Jordan School District members, 
and CHIP members should refer to the separate master policies 
published by PEHP for their respective programs. 
PEHP Summit Care members should refer to the separate Employee 
Handbook Summary Plan Description published by PEHP for their program. 
P u b l i c E m p l o y e e s 
H e a l t h P r o g r a m ^ t f n g t h e ^ 
Public Employees 
Health Program 
PREFt-RHCD PftUVltoiTB HI £. l> f C A L PLANS 
Effective July 2 0 0 5 
Medical Master Policy 
© 2005 Public Employees Health Program 
The drug, device, and equipment tradenames presented herein are for informational purposes only All trademarks, 
registered trademarks, and licensed product names—and their accompanying rights—are the property of their 
respective owners The Public Employees Health Program warrants no rights to , or ownership of, these trade names 
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edical faster Policy 
This Master Policy does not apply to the PEHP Advantage Care, the PEHP Summit Care, 
the Jordan School District, or the Children's Health Insurance Program (CHIP) plans. 
Recitals 
This Master Policy between the Public Employees Health 
Program (PEHP) and Employers (defined below) is intended to 
comply with the provisions of Title 49, Chapter 20 of the Utah Code 
Annotated which creates the Public Employees Benefit and 
Insurance Program, also known as PEHP The rights and obligations 
of Members, PEHP and Employers are set forth in this Master 
Policy. If any term of this Master Policy is found to be in violation of 
Title 49, Chapter 20 of the Utah Code Annotated, that term shall 
be null and void and severable from the Master Policy and shall 
not render the Master Policy null and void as a whole. 
Introduction 
PEHP offers a wide variety of benefit plans utilizing Contracted 
Provider networks. The Member pays the specified Copayment(s) 
at the time of service and the balance is paid according to plan 
benefits. Contracted Providers must be used to receive the 
maximum benefits. PEHP will provide each Subscriber with a current 
list of Contracted Providers for their plan. PEHP reserves the right 
to make changes to the Provider list during a plan year. 
See the Benefits Summary specific to each Employer group for 
information on plan benefits when using a non-Contracted Provider. 
I. Enrollment 
and Eligibility 
X.l ELSGttULtTY 
The effective date of coverage is determined by 
each Employer's payroll period. Should an Employee not 
be working full-time on the day the Employee would 
ordinarily become covered, the Coverage for the Employee 
and Dependents will be delayed until the Employee 
returns to full-time work. (See applicable Benefits 
Summary for specific enrollment guidelines.) 
Any Enrollment or Coverage changes must be done in 
writing, by the Employee. Changes made over the 
telephone are not acceptable. 
1.1.1 Enrollment Period 
An Employee has a specified amount of time from 
his/her hire date to enroll for Coverage. (See applicable 
Benefits Summary for specific details.) If the Employee 
fails to enroll during this time period he/she must 
wait until the next annual Enrollment period to enroll. 
Dependent children and spouses may be enrolled 
within a specified amount of time from the date of birth 
or placement in your home, or from the date of marriage. 
(See applicable Benefits Summary for specific details.) 
If not enrolled during this time period, Dependents must 
wait until the next annual Enrollment period to be 
eligible for Coverage in the next contract year. 
1.1.2 Special Enrollment 
If an Employee declines PEHP Coverage during the 
Enrollment period because of other health coverage 
(including COBRA) and subsequently loses that 
coverage because of: 
1 . Becoming ineligible for that coverage; or 
2. Employer Payments towards the other coverage 
have been terminated; PEHP shall allow the 
Employee to enroll within a specified amount of 
time from the date of the termination of the other 
coverage. (See applicable Benefits Summary 
for specific details.) An Employee shall not 
be allowed to enroll with PEHP if the Employee 
chooses to terminate the other coverage. 
I E N R O L L M E N T A N D E L I G I B I L I T Y ( c o n t i n u e d ) 
PEHP shall also allow an Employee and/or Dependent(s) 
to enroll if the Employee failed to enroll during the 
Enrollment period, and subsequently a Dependent of the 
Employee becomes an eligible Dependent through marriage, 
birth, adoption or death At the time the Employee enrolls 
his/her Dependents, the Employee may also be enrolled 
Such individuals are also given a specified amount of time 
from the date of the marriage, birth, adoption, or 
placement for adoption, in which to enroll Dependent(s) 
and themselves If a divorce decree is set aside by a 
court of competent jurisdiction, PEHP shall treat the 
Dependent(s) as eligible for re-enrollment on the date 
the decree was set aside Dependent(s) shall not be eligible 
during the time the divorce decree was in effect 
(See applicable Benefits Summary for specific details ) 
All guardianships must be court appointed 
1.1.3 Transfer of Coverage 
Should Coverage be transferred from one PEHP plan 
to another, or should Coverage terminate and at a later 
date be reinstated, plan provisions for limited benefits, 
yearly maximum benefits, and Lifetime Limits will be 
maintained and be continuous from the point of transfer or 
termination If there is a Break-in-Coverage of 63 days 
or more, the Pre-existing Condition clause will apply 
beginning with the new effective date Coverage 
for Dependents may be switched from one Subscriber to 
another without completing a new Pre-existing period 
When a spouse of a Subscnber enrolls on a second 
PEHP plan creating "dual Coverage' (a combination of 
two or more PEHP plans), that plan is subject to the usual 
Pre-existing Condition clause Eligible Benefits will be 
adjudicated in the same order as any other COB 
1.1.4 Certifications and Disclosure of Coverage 
At the time of Enrollment, the Employee must 
provide to PEHP a Certification and Disclosure of Coverage, 
or other acceptable documentation If no Certification 
or other documentation of Creditable Coverage is 
provided, the Pre-existing Condition Exclusion Period 
will automatically be applied 
For Subscribers who lose PEHP Coverage, PEHP shall 
provide a Certification, with Coverage dates as described 
above PEHP will also provide a Certification, if and 
when, the Subscriber loses COBRA Coverage, and when 
a Subscriber requests Certification within 24 months 
of termination of Coverage 
1.1.5 Pre-existing Condition Exclusion Period 
No benefits will be paid on behalf of new Members 
for the Pre-existing Condition Exclusion Period applicable to 
your plan for claims arising out of Pre-existing Conditions 
However, if a Member has prior health coverage, without a 
R 
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Break-in-Coverage of more than 63 days (Creditable 
Coverage), the Pre-existing Condition Exclusion Period 
shall be reduced or waived depending on length of prior 
Creditable Coverage If the Member has had a Break-
m-Coverage of 63 days or more, the Coverage prior to the 
Break will not be considered when crediting Coverage 
to the Pre-existing Condition Exclusion Period 
No Pre-existing Condition Exclusion Period shall be 
imposed on newborns and/or adopted or placed children, 
who enroll within the specified amount of time from birth, 
placement or adoption, or who have been covered under 
Creditable Coverage (See applicable Benefits Summary 
for specific details regarding specified time period ) 
No Pre-existing Condition Exclusion Period shall be 
imposed upon pregnancy 
1 £ C O V E R A G E W H I I C ON LEAl'tS 
1.2.1 Leave of Absence/Approved Sick Leave 
When a Subscnber is on temporary leave of absence, 
approved by the Employer, Coverage may be maintained for 
a maximum period of six months In order to continue 
Coverage, the Subscriber must remit the Payment 
for Coverage directly to PEHP The Subscriber must 
estimate the length of time he/she will be off the payroll, 
and remit, in advance, sufficient Payment for the 
Subscriber's Coverage during this period If Coverage 
is not continuous, the Subscriber will be subject to 
Pre-existing Condition Exclusions 
Should a Subscriber be granted a leave of absence 
and neglect to remit the payment within 30 days, 
Coverage will be cancelled 
1.2.2 Military Leave 
Members called to active duty in the military are 
excluded from Coverage under this Master Policy, unless, 
proper application for continuation of Coverage is 
made pursuant to the Uniformed Services Employment 
and Re-employment Act of 1994 
Dependents who were covered under the plan at 
the time of activation may continue Coverage at the group 
rate It is the Employer s option to continue paying all 
or a portion of the group rate 
If a Subscriber elects not to continue Coverage for 
the Dependents, Coverage may be reinstated within 
90 days of discharge without being subject to the 
nine-month Pre-existing Condition Exclusion Period 
1.2.3 Family and Medical Leave Act of 1993 
The Employer shall maintain Coverage during 
periods of Leave approved pursuant to the Family and 
Medical Leave Act of 1993 
M a s t e r P o l i c y 
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Coverage for a Member will terminate if the Member 
voluntarily cancels the Member's Coverage or ceases 
to be eligible for benefits for the following reasons 
1 Termination of employment—termination date can 
vary according to the Employer's payroll period 
2 Dependent child turns age 26—termination 
date is the day prior to the 26th birthday 
3 Dependent child marries—termination date is 
the day prior to the marriage date 
4 Divorce—termination date for ex spouse 
and step-children is the day prior to the date 
on the court signed decree 
5 Death of the Subscriber—termination date 
for surviving spouse and/or dependents can vary 
according to the Employer's payroll period 
If a Member is eligible for—and converts to— 
COBRA or Conversion Coverage, see Section 1 4, 
"Extension of Benefits' 
It is the Subscriber s responsibility to make written 
notification when a Dependent is no longer eligible for 
Coverage PEHP will not refund Payments 
made for ineligible Dependents The Subscriber 
will be held responsible to reimburse PEHP for the 
claims processed beyond eligible service dates 
According to the Utah Fraud Division, anyone who 
fails to notify PEHP of dependents ineligibility is committing 
insurance fraud punishable by fines or imprisonment 
PEHP shall have the right to deny claims, terminate 
any or all Coverages of a Member, or seek reimbursement 
of claims paid upon the determination by PEHP that 
the Member has committed any of the following 
1 Fraud upon PEHP or Utah Retirement Systems, 
2 Forgery or alteration of prescriptions, 
3 Criminal acts associated with Coverage, 
4 Misuse or abuse of benefits, or 
5 Breached the conditions of this Master Policy 
I E N R O L L M E N T A N D E L I G I B I L I T Y ( c o n t l n 
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1.4.1 Continuation of Coverage Under COBRA 
COBRA (Consolidated Omnibus Reconciliation Act of 1985) 
Employers with 20 or more employees must offer COBRA 
Members who become ineligible for group Coverage 
may continue their Coverage pursuant to COBRA 
and regulations promulgated thereunder, and the 
provisions set forth in the contract between PEHP and 
the Employer The cost to continue Coverage is 
paid entirely by the Member electing COBRA Coverage 
A Subscriber, the spouse of the Subscriber or 
Dependent children of a Subscriber who are covered by 
PEHP and who experiences a Qualifying Event and 
subsequently loses their Coverage 
Each Qualified Beneficiary has the right to elect COBRA 
independently of all other Qualified Beneficiaries 
CO**/ Oiwffh, (*tn 
A Qualified Beneficiary covered by PEHP who loses their 
Coverage may be eligible to continue Coverage under 
COBRA for up to 18 months (extension to 29 months if 
proof of disability) for any of the following events 
1 Subscriber's termination of employment 
2 Subscriber's reduction in hours 
A Qualified Beneficiary covered by PEHP who loses their 
Coverage may be eligible to continue Coverage under 
COBRA for up to 36 months for any of the following events 
1 Subscriber s death 
2 Divorce or legal separation, 
3 Subscriber's entitlement to Medicare, or 
4 Dependent ceasing to be a Dependent as defined 
in the Master Policy 
'.Qtfrt/ NotH* H* CJ'I nit,it* 
The Subscriber and/or Qualified Beneficiary must 
notify Employer or PEHP in writing within 60 days of 
the following events 
1 Divorce or legal separation, 
2 Dependent ceasing to be a Dependent as defined 
in the Master Policy, 
3 A second Qualifying Event (which may entitle 
the Qualified Beneficiary to extend the Maximum 
Coverage period to 36 months), or 
4 A disability or cessation of disability of a 
Qualified Beneficiary 
I E N R O L L M E N T A N D E L I G I B I L I T Y ( c o n t i n u e d ) 
The Employer must notify PEHP within 30 days 
of a Subscriber's 
1 Divorce or legal separation, 
2 A Dependent ceasing to be a Dependent as 
defined in the Master Policy, 
3 Termination or a reduction in hours, 
4 Death of Subscriber, 
5 A Subscriber becoming entitled to Medicare, or 
6 Bankruptcy event 
PEHR after receiving notice of the described 
qualifying events, will send Subscribers and their 
Dependents an election notice 
ih > wihtj /A f^nhn^ion 
If it is determined that, under Title II or XVI of the 
Social Security Act, Subscribers, or any of the Subscriber's 
Dependents, are disabled within the first 60 days of the 
qualifying event, the 18-month period is extended to 
29 months from the date of the qualifying event 
This extension only applies if the Subscriber notifies PEHP 
in writing within 60 days of a disability and before the 
end of the initial 18 months of COBRA Coverage 
COBA' new 
Members have 60 days from, either termination of 
Coverage or date of receipt of COBRA election notice, to 
elect COBRA If no election is made within 60 days, COBRA 
rights are deemed waived and will not be offered again 
COBRA Coverage will be administered in accordance 
with Federal Law, 42 U S C §300bb 1 et seq 
In order to protect your family Members rights, you should 
keep PEHP informed of any changes in the addresses 
of your family Members You should also keep a copy of any 
notices you send to PEHP and your insurance records 
/'Vou Hou OJtuion 
Questions concerning your plan or your COBRA Coverage 
rights can be addressed by contacting 
Public Employees Health Program 
560 East 200 South 
Salt Lake City, Utah 84102 2004 
Customer Service 801366 7555 
or 1-800 765 7347 
1 E N R O L L M E N T A N D E L I G I B I L I T Y ( c o n t i n u e d ) 
1 4.2 State of Utah Mmi-COBRA 
Under state law healthcare Coverage may be extended 
to Members, if Coverage is provided by an Employer group 
with fewer than 20 employees and the Member 
has been continuously covered through PEHP for at least 
six months immediately prior to termination The Coverage 
shall be extended for a period of six months after 
termination unless employment was terminated due to 
gross misconduct of the Subscriber, or the Member is 
eligible for any extension of coverage required by federal 
law The cost to continue Coverage is paid entirely 
by the Member electing Coverage Extension of benefits 
will terminate upon the earliest of 
1 The date six months after the extension 
Coverage begins, 
2 The date the terminated Member fails to make 
timely Payments, 
3 The date the terminated Member violates a 
material term of the contract, 
4 The date the terminated Member becomes eligible 
for similar Coverage under another group plan, or 
5 The date the Employer Coverage is terminated 
The extension of benefits Coverage will be 
administered in accordance with State Law Utah 
Code Annotated §31A-22-722 et seq 
1.4.3 Conversion 
Under State Law, healthcare Coverage may be 
extended for a Member who has been continuously 
covered under a PEHP Medical Plan for at least 
six months prior to termination of Coverage The Member 
whose coverage terminates may make application 
to PEHP for Coverage under a conversion plan without 
furnishing evidence of insurability The cost to 
continue Coverage under a converted plan is paid 
entirely by the individual electing Coverage 
A Member whose Coverage terminates for any of 
the following reasons is not eligible to apply 
for a conversion plan 
1 Coverage is replaced by similar coverage, which 
covers all Pre-existing Conditions, 
2 Coverage ts terminated due to failure to pay 
any required Payments or 
3 The Member is or could be covered by Medicare 
or has turned 65 years of age 
Application and initial Payment must be made 
within 60 days after termination of Coverage under the 
previous plan A conversion plan shall be issued in 
accordance with the terms and conditions in effect at 
the time of application and may be substantially 
different from the group Coverage 
Conversion will be administered in accordance with 
state law, Utah Code Annotated §31A 22 723, et seq 
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1.4.4 Disability Waiver 
Subscribers who are approved for a benefit under the 
Public Employees Disability Program or from an Employer-
sponsored long term disability program, substantially 
similar to the Public Employees Disability Program, shall 
have a waiver of their payment at 90% for the first year of 
disability, 80% for the second year of disability, and 
70% thereafter until the subscriber is no longer covered 
by the PEHP-sponsored Long Term Disability Program 
1.4.5 Early Retirement 
Subscribers who retire prior to age 65 may continue to 
participate with PEHP until they reach age 65 provided that 
their Employer has adopted such a program in the 
Employer contract with PEHP Continued Coverage for early 
retirees is also subject to the required Payment being 
made as set forth in the Employer s contract with PEHP 
1.4.6 Medicare Supplement 
Members, upon reaching age 65, no longer working, 
and eligible for Social Security benefits are eligible for the 
Public Employees Medicare Supplement Plan if either 
1 They have earned service credit with Utah 
Retirement Systems or are a participant with 
the URS 401(k) plan and enroll 
a within 60 days of termination from 
active coverage, 
b within 90 days from turning age 65, or 
c within 90 days from the date of retirement, or 
2 They had PEHP medical coverage through their 
employer and enrol! within 60 days of termination 
from PEHP active group coverage 
I I . Administration 
This Master Policy, with a complete description of 
benefits, is maintained by PEHP If specific information is 
not addressed in this policy or applicable Benefits 
Summary regarding eligibility for benefits or the amount 
payable for health benefits, a written request for 
Pre-authonzation of benefits may be submitted 
Please refer to both this Master Policy and the 
Benefits Summary for your Employer Group's Eligible 
Benefits For some Employer Groups, the Master Policy and 
the Benefits Summary may differ In any conflict regarding 
Eligible Benefits, the Benefits Summary supersedes 
the Master Policy In all other instances, the Master Policy 
supersedes the Benefits Summary 
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2. 2 COOPCttAltON 
Members shall cooperate fully with PEHP if and when 
PEHP requests such cooperation, whether in the form of 
providing information, providing releases for prior 
Medical Records, or other reasonable requests for 
cooperation Failure by a Member to cooperate under this 
section shall be a breach of this Master Policy and may 
result in forfeiture of benefits or termination of Coverage 
2 3 AUT H€Hl t ZAT t O N T0 
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By enrolling with PEHP and accepting or receiving 
services and/or benefits through PEHP, all Members agree 
that PEHP and healthcare Providers are authorized 
to obtain, retain, and share information (including but not 
limited to sensitive medical information contained in 
Medical Records) necessary or reasonably believed 
to be necessary to properly diagnose and treat Members, 
in order to process and evaluate claims for services 
rendered PEHP will maintain the confidentiality 
of such information in its possession as regulated by 
45 CFR160 and 164 as amended 
2.3.1 Request for Information 
If additional information is required to process claims 
for any family member, PEHP has the right to hold payment 
of claims for the entire family until requested or required 
information is received 
J? 4 Wt L& t CAl ftlrVtEW 
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PEHP reserves the right at its discretion to determine 
whether a claim is an Eligible Benefit or to require 
verification of any claim for Eligible Benefits Considered 
expenses must be incurred while Member is eligible 
under the plan The date the medical service is received 
shall be the date medical expenses are incurred 
PEHP shall not be responsible for any expenses that 
are not Eligible Benefits 
PEHP may request Medical Records, operative reports, 
pathology reports, x-rays, photos, etc of Member, or may 
require that all services be authorized through a primary 
care physician and/or case manager to be eligible for 
benefits The PEHP Medical Review Committee may review 
the Medical Records or have the records reviewed by 
qualified healthcare Providers or other qualified entities 
to audit claims for eligibility, Pre-existing Condition, 
Medical Necessity, and appropriateness of services within 
the Community Standard or usual patterns of care 
as determined by PEHP Members shall have the right to 
appeal decisions as outlined in Title 49, Chapter 11 
of the Utah Code Annotated 
R 
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Benefits are adjudicated in conjunction with the 
Public Employees Schedule of Benefits (PESB), and code 
review systems implemented by PEHP Claims may be 
returned for incomplete or improper coding If, after 
a second request, necessary records are not received, the 
claim(s) will be denied for insufficient documentation 
Claims not properly submitted within 12 months 
from date of service are ineligible 
£ G t>VT-Or*AtilLAALLG>W/il3;LL rCCB 
Coverage for eligible medical services outside the 
state of Utah, while living out-of-state, while on vacation, or 
when medical services are not available in Utah, will be 
reviewed for an adjustment in allowable rates up to 
80% of billed charges, not to exceed 200% of PESB 
The Member will be responsible for any balance 
When the above criteria are met, eligible billed charges 
or negotiated fees (whichever is less) will be allowed for 
inpatient hospital services, minus applicable Copayment 
If the criteria are not met, eligible hospital charges will 
be allowed at 80% of billed charges, minus applicable 
Copayment The Member will be responsible for any balance 
2.5.1 Out-of-country Coverage 
If a Member receives medical care in another 
country, allowable fees will be eligible billed charges 
or negotiated fees (whichever is less) It is the Member's 
responsibility to translate the claim into English and 
convert the charges to U.S currency A copy of the 
original foreign claim must be submitted 
2 6 HABtLtT\ FCK & C P V I C1 S 
Under the terms of this policy, PEHP will only be 
liable for Eligible Benefits for which the Member is liable 
Payment will not be made for any expense for which 
the Member is not legally bound 
2.6.1 Excess Payment by the Plan 
If, at anytime, payments made by PEHP with respect to 
Eligible Benefits total more than the maximum amount 
necessary at that time to satisfy the intent of the provision, 
or if non-allowable services or benefits are paid in error, 
PEHP has the right to recover such overpayment together 
with all court costs and reasonable attorney fees from 
the Member From the date of written notification the 
Member will have 30 days to make reimbursement 
or arrangements for repayment If these arrangements are 
not made, PEHP shall have the right to cancel Coverage 
for non-payment and/or exercise any other rights available 
under law It will be necessary for the Subscriber to re-enroll 
If, in the course of adjudication or review, a fraudulent 
misrepresentation or felonious claim is discovered, PEHP 
may deny or seek reimbursement for payments and 
associated costs, such as legal fees, made in association 
with such claim Disputes for resolution of this section are 
outlined in Title 49, Chapter 11 of the Utah Code Annotated 
Medical Case Management (MCM) is designed to enhance 
the value of medical care in cases of complex medical 
conditions and injudicious use of medical benefits 
Under MCM, a nurse case manager will work with the 
Member, the Member s family, Providers, outside 
consultants and PEHP to coordinate a comprehensive, 
medically appropriate treatment plan PEHP must receive 
a signed consent from the Member in order for the Member 
to receive the maximum benefit from MCM services 
See also, Section 6.2, the WeeCare case management 
program for high-risk pregnancies Notwithstanding 
Section 2 11 , MCM may use alternative treatment plans 
and benefits in accordance with this section 
PEHP may use MCM in situations involving complex 
medical conditions or overutilization of benefits 
Overutilization occurs when the treatment sought by a 
Member exceeds medically appropriate levels as 
determined through any of the following methods 
1 Claims management database review indicating 
overutilization of benefits for the Member's diagnosis, 
2 Expert review system based on peer review 
criteria showing variations or irregularities in the 
Member's pattern of care or 
3 Outside peer review 
Under MCM, PEHP may review a Member's claims history 
and assist in the development of an alternative eligible 
treatment plan along with the Member's treating physician 
This review may include obtaining the following 
1 Documentation of the medical level of care for 
the Member's diagnosis, 
2 An independent medical examination, 
3 The Member's Medical Records, or 
4 Second opinions from other physicians 
A formal MCM plan may be created by PEHP or PEHP s 
consultants Once an MCM plan has been agreed to by the 
Member, failure to comply with the MCM plan may result in 
PEHP's termination or limitation of the Member s benefits 
PEHP may use Medical Records in its possession to facilitate 
the Case Management process, including providing Member s 
Medical Records to other entities in the MCM process 
PEHR at its own discretion, may require a Member 
to obtain Pre-authonzation for any and all benefits, 
in coordination with MCM, if PEHP has determined such 
action is warranted by the Member's claims history 
PEHP is subject to the confidentiality provisions 
of Utah Code Annotated §49-11-618 and provisions of 
45 CFR 160 and 164, and is bound thereby 
The use of member data is for the sole purpose of 
administering the plan, which may include reviewing of 
claims and utilization experience of the Members 
I I A D M I N I S T R A T I O N ( c o n t i n u e d ) 
S B CONTnfiCrL&PKOl'ttfLnS 
Providers listed as Contracted Providers with PEHP 
are not employees or agents of PEHP and PEHP does not 
control the manner in which Contracted Providers 
provide professional services PEHP will not be liable or 
responsible for claims of malpractice or professional 
negligence against Contracted Providers or any healthcare 
professional reimbursed under PEHP programs 
2 10 B£N£r IT r HA Nlv f S 
PEHP has the absolute right to modify or amend this policy 
from time to time provided that no such modification or 
amendment shall be effective until thirty (30) days after 
written notice of such modification or amendment has 
been given to the Subscriber by PEHP or by the Employer 
Any notice shall be deemed to have been given to and 
received by the Subscriber when deposited in the United 
States mail with first class postage prepaid and addressed to 
the Subscriber at the address shown in the records of PEHP 
Except as otherwise expressly stated, Employer is 
responsible for providing thirty (30) days advance written 
notice to Subscribers relating to changes in benefits 
or procedures PEHP will provide copies of documents 
to be provided to Subscribers by Employer in case of 
a termination of the group Employer agrees to reimburse 
PEHP for all reasonable costs and expenses if Employer 
fails to provide any required notice immediately upon 
request of PEHP and PEHP has to provide such notice 
Each Subscriber agrees to promptly notify his/her 
Dependents of all benefit and other plan changes 
No Member has a vested right in any particular benefit, 
level of care or service that supersedes the right 
of PEHP to make changes to this Master Policy The rights 
and interests of Members, at any particular time, 
depend on the Master Policy in effect at that time 
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PEHP reserves the right to change Payment rates 
as necessary 
2 17 fCHrCMPiOYlC t*LS*ONi>ES 
Without the consent of PEHP Administration, individual 
employees of PEHP do not have the authority to 
1 Modify the terms and conditions of this Master Policy, 
2 Extend or modify the benefits available under this 
Master Policy, either intentionally or unintentionally, 
3 Waive or modify any Exclusion or Limitation, or 
4 Waive compliance with PEHP requirements 
such as the use of Contracted Providers or the 
necessity of obtaining Pre-authonzations 
I I A D M I N I S T R A T I O N ( c o n t i n u e d ) 
Benefits under this Master Policy are determined 
by and limited to the provisions stated in this Master Policy 
In the event that PEHP chooses to honor any Coverage 
or pay for any service mistakenly authonzed or provided, 
such Coverage or payment will be limited to a maximum 
period of not more than thirty (30) days Following 
such a situation, PEHP will have the right to change 
Employer's rates by giving thirty (30) days advance 
written notice to Employer 
> a. a Nortec or WONICN' & 
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The Women's Health and Cancer Rights Act of 1998 
requires PEHP to cover the following medical services in 
connection with Coverage for a mastectomy 
1 Reconstruction of the breast on which the 
mastectomy has been performed, 
2 Surgery and reconstruction of the other breast to 
produce a symmetrical appearance, and 
3 Prostheses and treatment of physical complications 
in all stages of mastectomy including lymphedemas 
These services shall be provided in a manner determined 
in consultation with the attending physician and the 
Member Coverage for these medical services is subject to 
applicable deductibles and Copayment amounts All benefits 
are payable according to the PESB, based on this plan 
Regular Pre-authonzation requirements apply For other 
related services, consult this Master Policy 
H 3.4- N O T I C E OF NEWBORN & 
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Under federal law, group health plans and health 
insurance issuers offering group health insurance coverage 
generally may not restrict benefits for any hospital length 
of stay in connection with childbirth for the mother or 
newborn child to less than 48 hours following a vaginal 
delivery, or less than 96 hours following a delivery by 
cesarean section However, the Plan or issuer may pay for 
a shorter stay if the attending Provider (e g physician, 
nurse midwife or physicians assistant), after consultation 
with the mother, discharges the mother or newborn earlier 
Also, under federal law, plans and issuers may not 
set the level of benefits or out-of-pocket costs so that any 
later portion of the 48-hour (or 96-hour) stay is treated 
in a manner less favorable to the mother or newborn 
than any earlier portion of the stay 
In addition, a plan or issuer may not, under federal 
law, require that a physician or other health care provider 
obtain authorization for prescribing a length of stay of 
up to 48 hours (or 96 hours) 
2 l b NEW TLCHNOlOtY 
Services related to new technology occurring during 
a plan year require Pre-authonzation The information 
contained herein applies only to proven and currently 
available services as of the date of this Master Policy 
I I I . Coordination 
of Benefits 
2 X COQKDtNAJ tON OT E l N f f / T S 
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PEHP plans will coordinate benefits with other individual, 
group, or HMO health insurance contracts providing 
hospital, medical, surgical expense benefits or pharmacy 
benefits, except those specifically excluded in Section 3 3 
of this Master Policy Coordination of Benefits (COB) 
will be administered in accordance with Utah 
Insurance Code, R590 131-4 
The Subscriber must inform PEHP of other medical 
coverage in force by completing a duplicate coverage form 
If applicable, the Subscriber will be required to submit 
court orders or decrees Subscribers must also keep 
PEHP informed of any changes in COB status throughout 
their Coverage with PEHP 
PEHP plans contain a non-profit provision coordinating 
Eligible Benefits with other plans under which a Member is 
covered, including dual Coverage through PEHR so that 
the total benefits payable will not exceed 100% of 
the Eligible Benefit An allowable expense is any necessary, 
reasonable and customary expense covered by PEHP For 
purposes of COB, the maximum allowable expense 
per procedure will be PESB, or the amount allowed by the 
primary carrier, per individual procedure, whichever is 
greater For dual coverage, when an out-of-network Provider 
is used, the maximum allowable expense per procedure 
will be PESB, plus 20% When an m-network Provider 
is used, the maximum allowable per procedure is PESB 
When a claim is made, the primary plan pays its benefits 
without regard to any other plans The secondary plan 
adjusts its benefits so that the total benefits available will 
not exceed the allowable expenses or 100% of the 
charges (The administrative policy of allowing an additional 
20% above PESB for dual coverage does not apply to 
pharmacy benefits or to yearly or Lifetime policy maximums 
limited by dollar limits, number of visits, or allowable days ) 
Prescription benefits are administered by a contracted 
Pharmacy Benefit Manager (PBM) When submitting 
claims that are prescription drug Copayments from another 
insurance plan, it is necessary to attach an itemized 
receipt to a PBM claim form The PBM will reimburse 
the Copayment or the PBM allowance, whichever is less 
A printout from the pharmacy is not a valid receipt 
I I I C O O R D I N A T I O N O F B E N E F I T S ( c o n t i n u e d ) 
No plan pays more than it would without the 
coordination provision When coordinating as secondary 
with an HMO, PPO, or Medicare, PEHP will reimburse 
up to Copayment amounts that the Member is legally 
obligated to pay in absence of Coverage 
If coordinating as secondary payor, PEHP will not be 
responsible to pay as primary payor because original 
primary payor denies coverage when claim is not billed 
within the specified time limits 
It is the responsibility of the Subscriber to provide 
complete and accurate information regarding other 
coverage(s) and to be sure benefits are coordinated in the 
proper order The Subscriber shall submit to PEHP 
written notice of changes, additions, or termination of 
other coverage Documentation should include 
1 The other insurance company name and 
phone number, 
2 The subscnber/policyholder of the other plan 
and plan ID number, 
3 Dependents covered by the other plan, 
4 The type of coverage (medical and/or dental), and 
5 The effective and/or termination dates of coverage(s) 
PEHP may recover any overpayments or incorrect 
payments made due to incorrect COB information 
3.1.1 Order of Benefit Determination 
Each plan determines its order of benefits using the 
first of the following rules that applies 
1 The benefits of the plan that covers the person 
as an Employee, or Subscriber, are determined 
before those of the plan that covers the 
person as a Dependent 
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The rules for the order of benefits for a 
Dependent child when the parents are not 
separated or divorced are as follows 
a The benefits of the plan of the parent whose 
birthday falls earlier in the calendar year 
are determined before those of the plan of the 
parent whose birthday falls later in the year 
(The word "birthday' refers only to month 
and day in a calendar year, not the year 
in which the person was born ) 
b If both parents have the same birthday, benefits 
of the plan that covered the parent longer are 
determined before the shorter coverage 
I l l C O O R D I N A T I O N O F B E N E F I T S ( c o n t i n u e d ) 
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If two or more plans cover a person as a Dependent 
child of divorced or separated parents, benefits 
for the child are determined in this order 
a First, the plan of the parent with custody 
of the child 
b Then, the plan of the spouse of the parent 
with custody of the child, and 
c Finally, the plan of the parent not having 
custody of the child 
d Exception If there is a court decree 
establishing financial responsibility for the child's 
healthcare expenses to one parent and that 
parent's plan is aware of the terms of such a 
decree, the responsible parent s plan 
shall be primary to any other child s coverage 
After the child turns 18, the plan of the 
parent with whom the child resides for more 
than one-half of the calendar year shall be 
the primary payor A copy of the divorce decree 
may be requested for file documentation 
There are many circumstances that affect order of 
benefit determination Please contact PEHP Customer 
Service for further clarification 
& i» OVAL COVLRAQk 
When a spouse enrolls on a second PEHP plan 
creating' dual Coverage' (a combination of two or more 
PEHP plans), that plan is subject to the usual Pre-existing 
Condition clause Eligible Benefits will be adjudicated 
in the same order as any other COB Exception The 
Pre-existing Condition clause will be waived if previously 
satisfied with other Creditable Coverage 
In the case of PEHP dual Coverage ' pharmacy claims, 
the Copayment is waived at point of sale 
For plans with limited benefits the plan covering the patient 
as primary will pay up to the plan allowance The secondary 
plan will pay Eligible balances not to exceed PESB 
Except for WellCare allowances, plan limits are 
not doubled under Dual Coverage 
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For plans with a specific allowance for a specific procedure 
1 If the actual charge is less than the specific 
allowance or PESB the first plan will pay 
the allowable fee and no benefits will be payable 
on the second or additional plans or 
2 If the actual charge is more than the allowable fee, the 
first plan will pay the allowable fee and the second 
or additional plans will pay up to the total actual charge 
or PESB, but not to exceed the specific allowance 
I I I C O O R D I N A T I O N O F B E N E F I T S ( c o n t i n u e d ) 
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PEHP does not coordinate with school plans, sports 
plans, accident only coverage, specified disease 
coverage, nursing home or long term care plans, disability 
income protection coverage Veterans Administration 
plans or Medicare Supplement plans 
0 4 COL WtTH MCUiCAtiL 
PEHP s COB with Medicare and its status as primary 
or secondary payor shall be determined in accordance with 
applicable Medicare laws and regulations Benefits 
shall be considered payable by Medicare for purposes of 
this provision whether or not the individual eligible for 
Medicare benefits has enrolled in or applied for Medicare 
Parts A and B, or has failed to take any other action 
required by Medicare to quality for benefits, or would have 
received benefits payable by Medicare as if the individual 
received services in a facility to which Medicare 
would have paid benefits 
When PEHP is secondary to Medicare, benefits 
otherwise payable under PEHP shall be reduced so that 
the sum of benefits payable under PEHP and Medicare 
shall not exceed the total of allowable expenses 
3 , i » AUTO tN&URANCLfNO-fAULI 
Any benefits eligible for payment under automobile 
insurance including No-fault, Personal Injury Protection, or 
similar coverage required by law will be denied by PEHR 
whether or not such coverage is actually in effect All such 
auto insurance benefits payable on behalf of a Member 
will be considered, even if such coverage exceeds the 
statutory minimum required coverage 
Written documentation is required to verify full benefits 
paid by auto insurance 
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PEHP shall have the right to pay to any organization 
making payments under other plans that should have 
been made under this Master Policy, any amount 
necessary to satisfy the payment of claims under this 
Master Policy Amounts so paid by PEHP shall be 
considered benefits paid under this Master Policy, and 
PEHP shall be fully discharged from liability under 
this Master Policy to the extent of such payments 
R 
IV. Subrogation 
and Contractual 
Reimbursement 
4 . 1 V O NT HACTUAL R E t M fi V ft S EM ENT 
In the event that Eligible Benefits are furnished to a 
Member for bodily injury or illness, the Member shall 
reimburse PEHP with respect to a Member's right 
(to the extent of the value of the benefits paid) to any 
claim for bodily injury or illness, regardless of whether 
the Member has been "made whole" or has been 
fully compensated for the injury or illness. 
4.2 S U & I? 0 a AVION 
In the event that Eligible Benefits are furnished to a 
Member for bodily injury or illness, PEHP shall be and is 
hereby subrogated (substituted) with respect to a 
Member's right (to the extent of the value of the 
benefits paid) to any claim for bodily injury or illness, 
regardless of whether the Member has been "made whole" 
or has been fully compensated for the injury or illness. 
4.3 ACCEPTANCE OF 
ISENEFtTr* AND NOTiFiCATtON . 
Acceptance of the benefits hereunder shall 
constitute acceptance of PEHP's right to reimbursement 
or subrogation rights for liability. It is the responsibility 
of the Member to notify PEHP of any potential liability 
and to notify the liable party and/or the liable party's insurer 
of PEHP's contractual reimbursement or subrogation 
rights. Upon request from PEHR a Member shall 
execute and deliver to PEHP such additional documents 
as it may require. Any failure to produce documents 
when requested will subject the Member to all costs and 
expenses incurred by PEHP on the Member's behalf 
because of bodily injury or illness. 
4.4 fttSCCltJPMBNT OF B E N £ F t T PAYM ENT 
In the event the Member impairs PEHP's reimbursement 
or subrogation rights under this contract through failure 
to notify PEHP of potential liability, settling a claim 
with a responsible party without PEHP's involvement, 
or otherwise, PEHP reserves the right to recover from 
the Member the value of all benefits paid by PEHP on behalf 
of Member resulting from the party's acts or omissions. 
No judgment against any party will be conclusive 
between the Member and PEHP regarding the liability of 
the party or the amount of recovery to which PEHP is 
legally entitled unless the judgment results from an action 
of which PEHP has received notice and has had a 
full opportunity to participate. 
V. Claims 
Submission, 
Information 
and Appeals 
s. % CLAtms s v HImis s « o N 
When a Contracted Provider is used, the Provider will 
submit the claims directly to PEHR Payment will be made 
directly to the Contracted Provider. It is the Contracted 
Provider's responsibility to file the claim within 12 months 
from the date of service. Claims denied for untimely filing 
are not the Member's responsibility. Exceptions: 
a. When PEHP becomes the secondary 
payor, the Member is responsible to ensure 
timely filing from all Providers. Claims must be 
submitted to PEHP within 15 months from 
the date of service to be eligible. 
b. It is always the Members responsibility 
to provide accurate information regarding 
Medical Plan Coverage. 
c. Claims denied for untimely filing in these 
instances are the Member's responsibiity. 
When a non-Contracted Provider is used, it is the 
responsibility of the Member to ensure that the claim is 
filed promptly and properly. PEHP accepts paper and 
electronic claims. Claims that are not received within 
12 months from the date of service will be denied. The 
Member will be responsible for the entire claim. 
1. The CPT (Current Procedural Terminology); HCPCS 
(Health Care Financing Administration's Common 
Procedural Coding System); ICD-9 (International 
Classification of Diseases) code(s) and NDC# 
(National Drug Code), if applicable, and the 
Providers charge must be provided. 
2. Regardless of services provided by the Provider, PEHP 
shall only be responsible for Eligible Benefits. 
3. Pre-notification and/or Pre-authorization must be 
obtained for certain procedures outlined elsewhere 
in this Master Policy. 
Preparing a claim for PEHP: 
1. The Member's Identification/Prescription card must 
be presented at the first visit. 
2. The Provider will have a release form that authorizes 
PEHP to obtain necessary information. This form 
must be signed by the Member. 
3. If the Member and the non-Contracted Provider 
want benefits paid directly to the Provider, an 
Assignment of Benefits form allowing PEHP to do so 
must be signed. Benefits must be paid directly to 
Contracted Providers. 
4. Claims may be submitted electronically, or mailed to: 
Public Employees Health Program 
Claims Division 
560 East 200 South 
Salt Lake City, Utah 84102-2004 
V C L A I M S S U B M I S S I O N , I N F O R M A T I O N , A P P E A L S ( c o n t i n u e d ) 
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PEHP will take appropriate steps to identify a 
Member calling for claims information. 
5.2.1 Member's Responsibilities 
It is the Member's responsibility to understand benefit 
Limitations, Pre-authonzation/Pre-notification requirements, 
Exclusions and choice of Providers, which may apply to 
the Member's circumstances If a Member is in doubt as to 
benefit information, PEHP should be consulted 
The Member shall be responsible for any balance not paid 
by PEHP when a non-Contracted Provider is used. 
5.2.2 Request for Information by a Non-subscriber Parent 
Upon receiving appropriate documentation, PEHP 
may provide a custodial parent information regarding 
claims payment for the covered Dependent. 
5 . 3 CLAtmS A P f C A L h PHO C£ 5 S 
If the Member disagrees with PEHP's action, the Member 
may request a full and fair review, by writing to the Medical 
Review Committee within 180 days after receiving notice 
of denial Requests for review of claims should be mailed to-
Medical Review Committee 
Public Employees Health Program 
560 East 200 South 
Salt Lake City, Utah 84102-2004 
If the Member disagrees with the decision or action 
taken by the Medical Review Committee, he/she has 
the right to request an Administrative Review Upon 
written request, including receipt of any pertinent 
additional information or comments, the Administrative 
Review Committee will commence an investigation Written 
notification of its outcome will be mailed to the Member. 
If a Member is not satisfied with a decision of the 
Administrative Review Committee, an appeal in writing may 
be sent to the Executive Director of Utah Retirement 
Systems, stating the facts of the situation, the remedy 
desired, and the basis in law or equity which warrants it. 
The Executive Director will review the case and either 
grant or deny the request 
If request for appeal is denied by the Executive Director 
a Member may, within 30 days of the denial, file a written 
petition with the hearing officer in accordance with the 
procedure set forth in Utah Code Annotated §49-11-613 
Member must file the petition to the hearing officer on 
a standard form provided by and returned to 
the Retirement Office Once the hearing process is 
complete, the hearing officer will prepare an order for the 
signature of the Utah Retirement Board President and 
submit it to the Executive Director within 30 days 
Should the Member disagree with the decision of 
the hearing officer, he/she may either petition the Board 
for reconsideration or directly appeal to the Utah Court 
of Appeals within 30 days 
VI. Enhanced 
Benefits Program 
< J . X £N HAN C£ & « £ N C T I T & PflOGfiAM 
The following Enhanced Benefits Program is specially 
designed to provide unique and integrated medical 
services in a cost effective manner. The Global Fee and 
the Member's Copayment are pre-determined prior 
to receiving care. 
Not all PEHP plans offer the Enhanced Benefits 
Program See applicable Benefits Summary to determine 
availability of Enhanced Benefits 
Not all services, conditions, or procedures are covered 
under the Enhanced Benefits Program 
6.1.1 Inpatient Mental Health and Substance Abuse services 
at Highland Ridge Hospital and University Neuropsychiatry 
Institute are covered for an inpatient stay with 
a $75 Copayment per day. All admissions require 
Pre-authonzation through the appropriate agency 
(See applicable Benefits Summary for further details.) 
6.1.2 Chiropractic services with Chiropractic Health Program 
Providers (CHP) are covered. (See applicable Benefits 
Summary for maximum number of visits allowed per plan 
year.) Chiropractic adjustments, modalities, x-rays 
and all other services provided by CHP Providers are paid 
under a Global Fee with a $5 Copayment per visit. 
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WeeCare is PEHP's pregnancy case management 
service It is a prenatal risk reduction program which 
offers educational, consultive and pregnancy case 
management to expectant mothers 
When a Member calls WeeCare within the first or 
second trimester of pregnancy, pre-natal vitamins may be 
authorized at 100% through the pharmacy system 
The Member will receive an additional incentive 
of $100 cash if contact with Wee Care is made during 
the first trimester or an incentive of $50 cash if contact 
with Wee Care is made during the second trimester 
Cash incentives are payable at the end of the pregnancy. 
While WeeCare is not intended to take the place of 
the Member's physician or regular prenatal care, it will 
provide the Member with another resource for answers to 
questions during pregnancy After initial contact with 
WeeCare the Member will receive educational materials 
concerning pregnancy. 
PEHP's WellCare Program consists of coverage for routine 
care up to a specified annual allowance See applicable 
Benefits Summary for specific allowances. WellCare 
benefits are offered at the discretion of the Employer. 
n 
V I E N H A N C E D B E N E F I T S P R O G R A M S ( c o n t i n u e d ) 
Subscribers and their spouses are eligible to attend one 
Healthy Utah workshop each plan year free of charge 
Healthy Utah is offered at the discretion of the Employer 
Subscribers and their spouses can earn cash 
rebates by meeting specific criteria determined by PEHP 
in the following areas 
1 Participating in pre-approved fitness events, 
2 Exercising regularly, 
3 Losing weight 
4 Smoking cessation, 
5 Reducing blood pressure, 
6 Lowering cholesterol, and 
7 For members diagnosed with diabetes, reducing or 
maintaining hemoglobin A1C at seven or less 
Subscribers and their spouses who attend a Healthy Utah 
clinic may receive 
1 Health risk appraisal, 
2 Nutrition and diet analysis and counseling, 
3 Height and weight measurements, 
4 Body fat analysis, 
5 Blood pressure check, 
6 Blood cholesterol analysis, 
7 Healthy Utah T-shirt, and 
8 Diabetes check 
VII. Pre-authorization/ 
Pre-notification 
Pre authorization is the administrative process that 
determines the level of benefits covered for a 
proposed treatment plan Pre-authorization is required 
for certain PEHP benefits that may be subject 
to Limitations Pre-authorization includes submitting 
medical information to PEHR describing the recommended 
treatment which may include patient history, ICD 9 
and CPT code(s) with descriptions and fees listed 
separately for each corresponding CPT code 
The Pre authorization becomes invalid should the 
treatment plan or coding change or if other ineligible 
services are performed and were not previously disclosed 
If the Pre authorization becomes invalid, it will then be 
necessary to review the claim retrospectively, 
with no guarantee of benefits 
V I I P R E A U T H O R I Z A T I O N / P R E N O T I F I C A T I O N ( c o n t i n u e d ) 
Pre authorization does not guarantee payment if coverage 
terminates, plan benefits change, benefit limits are met, or 
if the actual circumstances of the services are different 
than originally submitted Benefit determination is made by 
PEHP in accordance with all plan provisions, terms, 
conditions, Limitations and Exclusions of this Master Policy 
and eligibility at the time of service Pre-authonzations 
are valid for 12 months from the date of approval 
If services are performed before approval is obtained, the 
claim will be retrospectively reviewed before payment is 
considered, and Member is at risk for non covered services 
Pre authorizations by an insurance carrier other than 
PEHP are not acceptable 
For Pre-authorization requirements, see the 
applicable Benefits Summary 
7.1.1 Written Pre-authorization 
The following procedures require written Pre authorization 
1 An otherwise non-covered dental procedure 
performed in an outpatient facility for a patient who 
is six years and older, and is at high risk due 
to a medical diagnosis (such as a heart condition) 
2 Any restoration made necessary as a result of 
mastectomy when Surgery is performed more than 
five years post mastectomy, or more than three 
years after initial Reconstructive Surgery 
3 All Transplantation services, including care following a 
transplant performed priorto PEHP coverage 
4 Surgery that may be partially or wholly Cosmetic in 
nature (Cosmetic Surgery is not payable ) 
5 Surgeries performed in conjunction with obesity 
Surgery, e g , a gastric by-pass and gallbladder 
procedure performed during the same hospital stay 
(Obesity Surgery is not payable ) 
6 External nasal Surgery (Rhinoplasty) as a result of an 
accident occurring in the preceding five years 
7 Implantation of artificial devices or artificial assist 
devices such as LVAD 
8 New technologies 
9 Cochlear implant Surgery 
10 More than eight chiropractic visits in a plan year must 
be authorized through Chiropractic Health Plan (CHP) 
11 Diagnostic genetic testing in the course of evaluating 
a Member for genetic or congenital disease 
12 Durable Medical Equipment (DME) over 
$750, any rental that exceeds 60 days, or as 
listed in Appendix A 
13 Home intrauterine fetal monitoring 
14 Botox injections 
V I I . P R E - A U T H O R I Z A T I O N / P R E - N O T I F l C A T I O N ( c o n t i n u e d ) 
15. Maxillary/Mandibular bone or Calcitite 
augmentation Surgery. 
16. All Out-of-state Surgery. 
17. Pelvic floor therapy. 
18. Wound care. 
19. Facet injections. 
20. Trigger point injections. 
2 1 . Intrathecal pump. 
22. Spinal cord stimulators. 
7.1.2 Verbal Pre-authorization 
The following procedures require verbal 
Pre-authorization by calling PEHP Customer Service at 
801-366-7555 or toll free 1-800-765-7347: 
1. Functional nasal surgery. 
2. Inpatient Mental Health and Substance Abuse 
by calling the appropriate agency. (See applicable 
Benefits Summary for further details.) 
3. Home Health and Hospice Care must be Pre-
authorized through Medical Case Management. 
4. Hyperbaric Oxygen Treatments must be Pre-
authorized through Medical Case Management. 
5. Synagis/Respigam injections must be Pre-authorized 
through Medical Case Management. 
6. Skilled Nursing Facility (SNF) in lieu of 
hospitalization must be Pre-authorized through 
Medical Case Management. 
7. Dialysis must be Pre-authorized through 
Medical Case Management when using a 
non-Contracted Provider. 
8. Breast pumps. 
9. All Inpatient maternity stays that exceed 
48 hours following a vaginal delivery or 96 hours 
following delivery by Cesaerian section. 
f .St PnK'NOriFiCATtt>N 
Pre-notification is the process of notifying PEHP by 
telephone in advance of treatment. Pre-notification allows 
PEHP to review the proposed treatment for Medical 
Necessity, length of treatment, scope of treatment, as well 
as other factors. Pre-notification is required for certain 
services in order to receive maximum benefits. 
The following services require Pre-notification by 
calling PEHP Customer Service at 801-366-7555 or 
toll free 1-800-765-7347: 
1. All Inpatient Hospital admissions. 
2. All Inpatient Hospital Rehabilitation admissions. 
VIII. Covered 
Benefits and Services 
8.1 w o s p r r / i t B t M r r J i s 
See applicable Benefits Summary for specific Copayment amounts. 
8.1.1 Inpatient Hospitalization 
Charges for Medically Necessary inpatient 
hospitalization (semi-private room, ICU, and eligible 
ancillaries) are payable after applicable Copayment. 
Hospital admissions require Pre-notification. 
See Section 7.2 above. 
When a Hospital stay spans an old and new plan year, 
benefits will be based on the old plan year provisions. 
When Coverage terminates during a Hospital stay, 
it will be necessary to convert to a COBRA policy 
to continue Coverage for the completion of the stay 
beyond the termination date. 
For out-of-area Coverage for inpatient Hospital admissions, 
refer to Section 2.5 of this Master Policy. 
8.1.2 Outpatient Facility Benefits 
Charges for Medically Necessary Surgical Procedures 
performed in an Ambulatory Surgical Facility, 
whether free-standing or Hospital based, are payable, 
after applicable Copayment. 
For out-of-area Coverage for outpatient facility admission 
refer to Section 2.5 of this Master Policy. 
8.1.3 Hospital Pre-notification 
To receive maximum benefits, a Member must call 
for Pre-notification before being admitted to a Hospital 
as described below: 
Elective Treatment 
Treatment for a medical condition that can be 
scheduled in advance without causing harm or suffering 
to the Member's health. 
At least five working days before the admission date or 
Surgery, call PEHP at 801-366-7555 or 1-800-765-7347. 
Urgent Treatment 
Treatment for a medical condition that, if left 
untreated, may cause unnecessary suffering or prolonged 
treatment to restore Member's health. 
At least three working days before the admission date or 
Surgery, call PEHP at 801-366-7555 or 1-800-765-7347. 
Emergency Treatment 
Treatment for a medical condition of an unforeseen 
nature that, if left untreated, may cause death or 
permanent damage to the Member's health. 
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Members do not have to call prior to admission. 
Member or a responsible person must contact PEHP within 
48 hours following admission or Surgery (or, if during 
a weekend, the first working day following treatment) at 
801-366-7555 or 1-800-765-7347 
Failure to call will result in a reduction or denial 
of benefits. (See applicable Benefits Summary for 
specific penalties.) 
Maternity Cases 
Call PEHP's WeeCare Program at 801-538-9943 or 
1-800-662-9660. 
See Section 6.2 for more information on WeeCare. 
Inpatient Treatment for Menial Health 
and/or Substance Abuse 
Call the appropriate agency. (See applicable Benefits 
Summary for further details.) 
Failure to call will result in denial of benefits. 
Oui-of-area Hospital Admission 
Requires Pre-notification by the Member, the physician, 
the Hospital, or, in an emergency, a family member. 
Call PEHP at 801-366-7555 or 1-800-765-7347 
within the time specified above for the type of treatment. 
Failure to call will result in a reduction or denial 
of benefits. (See applicable Benefits Summary for 
specific penalties.) 
8.1.4 Emergency Room Services 
Medically Necessary emergency room facility services 
are payable after applicable Copayment. Each follow 
up visit in the emergency room will require an additional 
emergency room Copayment. When emergency room 
treatment results in an inpatient admission (within 
24 hours), benefits are payable as an inpatient stay. 
8.1.5 Urgent Care Facility 
Medically Necessary urgent care facility services are 
payable, after applicable Copayment. 
8.1.6 Limitations relating to all Inpatient and Outpatient 
Hospital/Facility and Emergency Room Services 
1. Room and board charges are limited to the 
semi-private room rate. 
2. Take home medications are payable at 80% of PESB. 
3. Charges for ambulance services, physician's 
Hospital or emergency room visits, and Durable 
Medical Equipment billed on the Hospital bill 
are payable separately, subject to applicable plan 
provisions and specified Copayments. 
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4. Newborn nursery room charges are separate 
from the mother's claim and child must be enrolled 
to be eligible. 
5. When an eligible Surgical Procedure is performed 
in conjunction with other ineligible Surgery, benefits 
will be prorated and only Eligible Benefits will be 
payable per PESB. All procedures must be disclosed 
for proper adjudication. 
6. Inpatient confinement or Hospitalization 
in a Rehabilitation unit is limited to a Lifetime 
Maximum of $75,000. 
7. When an inpatient Hospital stay can be shortened 
or charges reduced by referral to a transitional care 
unit or Skilled Nursing Facility (SNF), benefits 
may be authorized. This benefit is only available 
through concurrent Medical Case Management and 
approval by PEHR 
8. Hospital treatment for the following conditions 
or procedures, including Complications, are payable 
at 50% of PESB: 
a. Breast reduction; 
b. Mastectomy for gynecomastia; 
c. Eligible treatment for infertility; and 
d. Blepharoplasty (or other eyelid surgery). 
9. Inpatient benefits for Mental Health and/or 
Substance Abuse require Pre-authorization. See 
Mental Health and Substance Abuse sections. 
10. Only acute Emergency Care for Life-threatening 
injury or illness are covered in conjunction with 
attempted suicide or anorexia/bulimia. Other services 
require Pre-authorization through the inpatient 
Mental Health benefits. 
1 1 . If the Member is six years of age or older, and 
is at high risk due to medical diagnoses which make 
it necessary to have a dental procedure performed 
in an outpatient surgical facility, benefits may 
be payable with Pre-authorization. 
8.1.7 Exclusions from Coverage relating to all 
Inpatient and Outpatient Hospital/Facility and 
Emergency Room Services 
1. Room charges in excess of the semi-private 
room rate. 
2. Ineligible Surgical Procedures or related 
Complications. 
3. Treatment programs for enuresis or encopresis. 
4. Services or items primarily for convenience, 
contentment, or other non-therapeutic purpose, such 
as: guest trays, cots, telephone calls, shampoo, 
toothbrush, or other personal items. 
5. Occupational therapy for activities of daily 
living (ADLs), academic learning, vocational or life 
skills, developmental delay. 
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6 Care, confinement or services in a nursing home, 
rest home or a transitional living facility, community 
reintegration program vocational rehabilitation, 
services to re-tram self care, or activities of daily living 
7 Recreational therapy 
8 Autologous (self) blood storage for future use 
9 Hospital charge while on ' leave of absence' 
from the Hospital 
10 Organ or tissue donor charges, except when the 
recipient is an eligible Member covered under a PEHP 
plan, and the transplant is eligible 
11 Nutritional analysis or counseling, except in 
conjunction with treatment for anorexia/bulimia under 
Mental Health benefits, and diabetes education 
12 Custodial Care and/or maintenance therapy 
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See applicable Benefits Summary for specific 
Copayment amounts 
Medically Necessary Surgical Procedures are payable, 
after applicable Copayment when performed in a 
physician's office, in a Hospital, or in a freestanding 
Ambulatory Surgical Facility 
PEHP pays for an assistant surgeon when Medically 
Necessary Services of a co surgeon, when required and in 
the absence of an assistant surgeon, are payable up to 
the combined total amount eligible per PESB for the 
surgeon and an assistant's fee, divided equally Charges for 
an assistant surgeon (MD) are allowable up to 20% of 
PESB Charges for a certified assistant surgical nurse, or 
physician's assistant at Surgery in lieu of an assistant 
surgeon (MD) are allowable up to 10% of PESB 
PEHP pays a Global Fee for maternity charges for 
normal delivery, C section, Complications, and 
miscarriage With exception of the pre natal lab charge and 
RhoGam injection, Global Fee benefits are payable at time 
of delivery If the Member changes physicians during 
pregnancy or changes Coverage prior to delivery, benefits 
will be paid for services rendered according to the 
applicable procedure code as described in the AMA CPT 
manual Applicable Copayments will apply for the specific 
service(s) rendered If Coverage under PEHP terminates 
during a pregnancy and Member wishes Coverage 
for delivery, continued Coverage through COBRA must 
be purchased to receive those benefits 
8.2.1 Second Opinion and Surgical Review 
A second opinion evaluation for surgery is payable 
(office consultation only) Available Medical Records, 
including x rays, should be forwarded to the Provider 
for the second opinion evaluation 
8.2.2 Limitations relating to Surgery 
1 Multiple Surgical Procedures during the same 
operative session are payable at 100% of PESB for 
the primary procedure and 50% of PESB for all 
additional eligible procedures Incidental procedures 
are excluded 
2 Surgical benefits are payable based on 
Surgical Package Fees to include the Surgery and 
post-operative care per CPT and RBRVS guidelines 
3 Laser Surgery is payable for eligible proven 
procedures up to PESB Additional surgical fees 
are not payable because a laser was used 
4 Eligible Surgical Procedures for the treatment of 
infertility are payable according to plan specifications 
(See applicable Benefits Summary for details ) 
5 When an eligible Surgical Procedure is performed 
in conjunction with other ineligible Surgery, benefits 
will be prorated per PESB and CPT guidelines 
for primary and secondary procedures Only Eligible 
Benefits will be payable Pre-authonzation must 
disclose all proposed procedures to allow 
for accurate adjudication 
6 The following surgeries, when Medically Necessary 
are payable at 50% of PESB Breast Reduction, 
Blepharoplasty (or other eyelid Surgery) and 
Mastectomy for gynecomastia Circumcision is payable 
at 50% of PESB for State of Utah Members only 
7 Breast Reconstructive Surgery is an Eligible Benefit 
if performed within five years of a mastectomy, and 
within three years of the initial breast reconstruction 
8 Maxillary/Mandibular bone or Calcitite augmentation 
Surgery is covered when a Member is edentulous 
(absence of all teeth) and the general health of 
the Member is at risk because of malnutrition or 
possible bone fracture If the Member elects a more 
elaborate or precision procedure, PEHP may allow 
payment for the standard Calcitite placement towards 
the cost and the Member will be responsible for the 
difference Quadrant or individual tooth areas or 
osseous implants are not eligible 
9 Eligible Spinal Cord Stimulators are payable at 
50% of PESB up to $25,000 Lifetime Maximum 
Requires written Pre-authonzation through MCM 
8.2.3 Exclusions from Coverage relating to Surgery 
1 Breast Reconstructive Surgery, augmentation or 
implants solely for Cosmetic purposes 
2 Capsulotomy, replacement removal or repair of 
breast implant originally placed for Cosmetic 
purposes or any other Complication (s) of Cosmetic 
or non-covered breast Surgery 
3 Obesity Surgery such as gastric bypass, stomach 
stapling, gastric balloons, etc , including any present 
or future Complications 
H 
4. The plan does not pay for any service or Surgery 
that is solely for Cosmetic purpose to improve or 
change appearance or to correct a deformity 
without restoring a physical bodily function, with 
the following exceptions: 
a. Breast Reconstruction Surgery as 
described above; and 
b. Reconstructive Surgery made necessary by an 
Accidental injury in the preceding five years. 
5. Rhinoplasty, except as a result of Accidental injury 
in the preceding five years. 
6. Assisted reproductive technologies: invitro fertilization 
(IVF); gamete intra fallopian tube transfer (GIFT); 
embryo transfer (ET); zygote intra fallopian transfer 
(ZIFT); pre-embryo cryopreservation techniques; 
and/or any conception that occurs outside the 
woman's body. Any related services performed in 
conjunction with these procedures are also excluded. 
7. Surgical treatment for correction of refraction 
errors, such as radial keratotomy, astigmatic 
keratotomy, LASIK or excimer laser Surgery. 
8. Organ or tissue transplant not specified as a benefit. 
9. Expenses incurred for Surgery, pre-operative 
testing, treatment, or Complications by an organ or 
tissue donor, where the recipient is not an eligible 
Member, covered by PEHR or when the transplant for 
the PEHP Member is not eligible. 
10. Artificial organs. 
11 . Reversal of sterilization. 
12. Trans-sexual operations. 
13. Rhytidectomy 
14. Surgery that is dental in origin, including care and 
treatment of the teeth, gums, or alveolar process, 
extraction of teeth; dental implants and crowns 
or pontics over implants, re-implantation or splinting, 
endodontia, periodontia, and orthodontia, 
including anesthesia or supplies used in such care. 
15. Complications as a result of non-covered 
or ineligible Surgery. 
16. Injection of collagen, except as approved for 
urological procedures. 
17. Lipectomy, abdominoplasty, panniculectomy. 
18. Repair of diastasis recti. 
19. Sperm banking system, storage, treatment, or 
other such services. 
20. Non-FDA approved or Experimental or 
Investigational procedures, drugs and devices. 
21 . Hair transplants or other treatment for hair loss 
or restoration. 
22. Chemical peels. 
23. Treatment for spider veins. 
24. Liposuction. 
25. Nurse (except to assist Surgery), medical 
assistant, medics, pediatric assistant, medical 
student, intern, resident in training and all 
other post-graduate medical education fellows. 
26. Orthodontic treatment or expansion appliance in 
conjunction with jaw Surgery. 
27. Chin implant, genioplasty or horizontal 
symphyseal osteotomy. 
28. Unbundling or fragmentation of surgical codes. 
29. Laser assisted uvulopalotoplasty (LAUP) or 
any other surgery for snoring. 
30. Otoplasty. 
3 1 . Abortions, except as in accordance with State Law, 
Utah Code Annotated §76-7-326, et.seq. 
32. Surgical treatment for sexual dysfunction. 
».9 ANCETHZStA St G N EF I 7 & 
See applicable Benefits Summary for specific 
Copayment amounts. 
The charges for Medically Necessary anesthesia 
administered by a Provider (MD or CRNA) in conjunction 
with Medically Necessary Surgery are payable, after 
applicable Copayment. 
8.3.1 Limitations relating to Anesthesia 
1. Anesthesia must be administered by a qualified 
licensed practitioner other than the primary 
surgeon. Exceptions: 
a. A Provider in a rural area, when an 
anesthesiologist is not available, may administer 
anesthesia and will be paid up to 20% of 
the eligible Surgery fee. 
b. Anesthesia performed by an oral surgeon 
in conjunction with an eligible medical 
surgical procedure. 
2. Anesthesia benefit will be limited to 50% of PESB in 
conjunction with surgical benefits of 50%. 
3. When an eligible Surgical Procedure is performed 
in conjunction with other ineligible Surgery, 
anesthesia benefits will be prorated and only Eligible 
Benefits will be payable per PESB. All procedures 
must be disclosed for proper adjudication. 
4. Anesthesia for labor and delivery are payable 
on a sliding scale with one base rate (first hour— 
full time, second hour—half time, quarter time 
for every hour thereafter). 
5. An epidural block during labor is not payable to the 
OB Provider in addition to an anesthesiologist fee. 
6. If the Member is six years of age or older, and 
is at high risk due to medical diagnoses which make 
it necessary to have a dental procedure performed 
under general anesthesia, benefits maybe 
payable with Pre-authorization. 
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8.3.2 Exclusions from Coverage relating to Anesthesia 
1 Anesthesia in conjunction with ineligible Surgery 
2 Anesthesia administered by the primary surgeon 
3 Monitored anesthesia care or on-call time 
for consultant 
4 Additional charges for supplies, drugs, 
equipment, etc 
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See applicable Benefits Summary for specific 
Copayment amounts 
Medically Necessary medical visits, including visits in the 
Provider's office, emergency room, Hospital, or the 
Member's home, are payable, after applicable Copayments 
PEHP pays for other outpatient or office services such as 
chemotherapy, office surgery, labs and x-rays, blood 
"factor" replacement, etc , after applicable Copayments 
8.4.1 Limitations relating to Medical Visits 
1 Physical therapy (PT) visits may be payable up to 
plan limits when Medically Necessary See applicable 
Benefits Summary for plan limits Benefits allow 
up to three units per visit PT modalities in conjunction 
with foot/toe surgeries are not payable separately 
See applicable Benefits Summary for plan limits 
2 Up to six visits for pelvic floor therapy may be approved 
Visits will be applied to the physical therapy limit 
3 Outpatient occupational therapy (OT) for fine 
motor function may be covered up to eight visits 
per plan year 
4 Only one medical, psychiatric, chiropractic, 
acupuncture or physical therapy visit per day for the 
same diagnosis for any one Member is allowable 
Same day visits by a multi-disciplinary team are eligible 
5 Eligible Benefits for TMJ/TMD/Myofacial Pain are 
limited to the following services initial diagnostic exam, 
TMJ/TMD radiographs, range of motion measurements, 
TMJ/TMD appliance and appliance adjustments, 
physical therapy, and use of TENS unit (See 
applicable Benefits Summary for Eligible Benefits ) 
6 Therapeutic injections in the Provider's office will not 
be eligible if oral medication is an effective alternative 
or if covered through the Specialty Drug Program 
7 Lupron or Zoladex injections in the physicians office 
are eligible when Medically Necessary Depending 
on the diagnosis, these drugs may be required 
to be obtained through the Specialty Drug Program 
8 Gamma globulin injections are only eligible for 
documented immunosuppression with absence of 
Gamma globulin Depending on the diagnosis, these 
drugs may be required to be obtained through the 
Specialty Drug Program No benefits are payable 
for prophylactic purposes or other diagnoses 
9 Acupuncture treatments are only eligible for the 
treatment of pain and are limited to 16 treatments 
per plan year Treatment must be administered 
by a certified and/or licensed acupuncturist 
10 Parenteral hormone injections or pellet implants, 
except an allowance up to $300 per plan year, may 
be approved for injections when oral medication 
cannot be tolerated 
11 Speech therapy by a qualified speech therapist to 
restore speech loss or correct an impairment due to 
a a congenital defect for which corrective 
Surgery has been performed, or 
b an injury or illness (i e ,head injury or CVA) 
except for a mental, psychoneurotic, or 
personality disorder 
is payable Eligible Benefits are payable up 
to plan limits (See applicable Benefits Summary) 
Therapy or evaluation provided by speech 
therapists for dysphagia (difficulty in swallowing) is 
payable separate from the speech therapy limit 
as a medical visit 
12 Services in conjunction with diagnosing and 
treating infertility (excluding in vitro fertilization) are 
payable at 50% of PESB See applicable Benefits 
Summary for Eligible Benefits 
13 Pre-authonzation is required after eight 
chiropractic visits See applicable Benefits Summary 
for plan limits (See the Enhanced Benefits 
Program for Chiropractic Treatment) 
14 If long-term rehabilitative physical therapy treatment 
is Medically Necessary for a chronic long term illness 
or injury, and there is ability to functionally improve 
and progress, a Pre-authonzation and treatment plan 
may be submitted by the treating Provider for an 
extension of benefits from the Lifetime Rehabilitation 
Maximum This extension may not exceed 45 visits 
per plan year Copayments will apply to each visit 
15 Medical services to treat or diagnose enuresis 
and/or encopresis as a physical organic illness are 
eligible on an outpatient basis If determined to 
be psychological, outpatient Mental Health benefits 
are payable 
16 "After hours' and/or "holidays' are payable only 
when special consultation is Medically Necessary 
beyond normal business hours or' on call" or 
shift work requirements 
17 Eligible benefits for chronic pain disorders or 
syndromes requiring repetitive analgesic injections 
and/or on-going management (above five visits 
per year) are payable under a limited benefit 
of 50% of PESB to a maximum of $1500 per year 
Drug screenings will be included in this benefit 
Fl 
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18 Cardiac Rehabilitation, Phase 2, is payable 
following heart attack, cardiac Surgery, severe angina 
(chest pain), etc for up to 24 visits 
19 Vitamin B 12 or iron may be approved for a 
medically documented diagnosis of pernicious 
anemia or iron deficient anemia Vitamin B-6 may be 
approved for severe hyperemesis with pregnancy 
20 Pulmonary Rehabilitation, Phase 2, resulting from 
chronic pulmonary disease or Surgery is payable for 
up to 24 visits 
21 Hepatitis B injections are covered if there is a 
documented exposure or if in conjunction with an 
eligible liver transplant Routine injections are 
not covered except under WellCare allowances 
22 Medical visits for diabetic education are covered 
See applicable Benefits Summary for plan limits 
23 Eligible medical management to monitor use of 
psychotropic drugs is considered a medical benefit 
8.4.2 Exclusions from Coverage relating to Medical Visits 
1 Hospital visits the same day as Surgery or 
following a Surgical Procedure except for treatment 
of a diagnosis unrelated to the Surgery 
2 Vision exams or refractions including services or 
supplies, except when required as part of an 
examination to diagnose an illness or injury other 
than refractive errors of vision or except as provided 
under WellCare Glaucoma exams are payable 
only when symptoms are present 
3 Vision exams for State of Utah and quasi-State 
Members enrolled in a premium-based vision plan 
4 Examinations made in connection with a hearing aid 
5 Services for weight loss or in conjunction with weight 
loss programs regardless of the medical indications 
6 Office visits in conjunction with hormone 
injections are not eligible 
7 Acupuncture for treatment other than pain, such 
as weight loss, smoking cessation, drug addiction, 
or behavior modification, or acupressure 
8 Services that are dental in origin, including care 
and treatment of the teeth, gums, alveolar process, 
extraction of teeth, re-implantation or splinting, 
endodontia, periodontia, orthodontia, prosthetics, 
dental implants, crowns or pontics over implants, 
anesthesia or supplies used in such care 
9 Routine physical examinations, well child 
care, routine immunizations, school, work, or 
military examinations, including lab and x-ray, 
except as provided through WellCare 
10 Charges in conjunction with ineligible procedures, 
including pre or post-operative evaluations 
11 Drugs listed in Appendix B will not be payable 
as a medical benefit They will be payable through 
the Specialty Drug Program when all eligibility 
requirements are met 
12 Health screening, multiple lab tests, or services 
without manifest symptoms or for an undiagnosed 
illness, or services to rule out familial diseases 
or conditions without manifest symptoms 
13 Epidemiological and predictive genetic 
screening and/or counseling except intrauterine 
genetic evaluations (amniocentesis or chorionic 
villi sampling) for high-risk pregnancy 
14 Chiropractic, physical or occupational therapy 
primarily for maintenance care 
15 Occupational therapy for activities of daily living, 
academic learning, vocational or life skills, 
drivers evaluation or training, developmental delay 
and recreational therapy 
16 Speech therapy for educational purposes or slow 
development, or speech therapy that does not qualify 
within the criteria previously stated in Limitations 
Speech therapy following chronic otitis media 
is not eligible for Coverage 
17 Functional or work capacity evaluations, impairment 
ratings, work hardening programs or back school 
18 Hypnotherapy or biofeedback 
19 Hair transplants or other treatment for hair loss 
or restoration 
20 Study models, panorex, eruption buttons, 
orthodontics, occlusal adjustments or equilibration, 
crowns, photos, and mandibular kinesiograph are 
some, but not necessarily all, ineligible services for 
the treatment of TMJ/TMD or myofacial pain 
21 Injectable vitamins and/or iron, or their administration 
22 Vision therapy 
23 Treatment for tobacco abuse 
24 Sublingual antigens 
25 Take home medications charged by the 
Provider's office 
26 Treatment therapies for developmental delay 
or child developmental programs 
27 Rolfmg or massage therapy 
28 Training and testing in conjunction with Durable 
Medical Equipment or prosthetics 
29 Nutritional analysis or counseling 
30 Care, treatment or services for diagnosis of illness 
limited to multiple environmental chemicals, food, 
holistic or homeopathic treatment, including drugs 
31 Injections (including the office visit) when they 
are considered by standards of medical practice not 
to be specific or effective treatment for the 
particular condition for which they are administered 
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32. Reports, evaluations, examinations not required 
for health reasons, such as employment or insurance 
examinations, or for legal purposes such as 
custodial rights, paternity suits, etc 
33 Charges for weak or strained, flat or unstable 
feet; visits in conjunction with orthotics; palliative 
care of metatarsalgia or bunions; corns, calluses 
or toenails, except removing nail roots and 
care prescribed by a licensed physician treating a 
metabolic or peripheral vascular disease (See 
applicable Benefits Summary for Eligible Benefits ) 
34. Additional charges for after hours and 
holidays that are within the Provider's usual hours 
or "on call" duties such as emergency room 
Providers or radiologists. 
35. Cardiac and/or pulmonary rehabilitation, 
Phases 3 and 4. 
36 Chelation therapy 
37. Office visits in conjunction with allergy or repetitive 
therapeutic injections 
38 Exercise programs. 
39. Charges for special medical equipment, 
machines, or devices in the Provider's office used to 
enhance diagnostic or therapeutic services in a 
Provider's practice. 
40 Pre-natal classes. 
4 1 . Topical hyperbaric oxygen treatment. 
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See applicable Benefits Summary for specific Copayments 
Benefits for Medically Necessary laboratory, x-ray, 
CT, MRI, MRA, and ultrasound services are payable 
A fee for transportation of x-ray equipment is payable 
when appropriate. 
Lab and x-ray in conjunction with office Surgery are 
payable after applicable Copayments 
8.5.1 Limitations relating to Diagnostic Testing, Lab and X-ray 
1. Sleep Studies for sleep disorders are payable 
(See applicable Benefits Summary for plan limits.) 
2 RAST Testing for allergies will be approved only 
under the following conditions' 
a. Member is under age four or over age 65; 
b. Severe generalized atopic dermatitis or 
eczema; or 
c Marked dermographism, urticaria, 
or severe asthma 
3 Lab and x-rays are only eligible for diagnosing or 
treating symptomatic illness and must be specific to 
the potential diagnosis. Additional testing beyond 
the appropriate codification or which does not 
correlate with Medical Records will be adjudicated 
as routine screening procedures 
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4. Eligible services in conjunction with diagnosing 
and treating infertility are payable after applicable 
Copayment. (See applicable Benefits Summary 
for plan limits.) 
5. Amniocentesis or chorionic villi sampling are 
payable when Medically Necessary for high-risk 
pregnancy, subject to applicable Copayment 
for the service rendered 
6. Laboratory typing/testing for organ transplant 
donors are eligible only when recipient is an eligible 
Member, covered under a PEHP plan and the 
transplant is eligible The maximum payable per 
transplant is $5,000. 
7. Diagnostic genetic testing in the course of 
evaluating a Member for genetic or congenital 
disease may be Pre-authonzed 
8.5.2 Exclusions from Coverage relating to 
Diagnostic Testing, Lab and X-ray 
1. Routine physical examinations, health screenings, 
school, work, or military exams, and well child care, 
except as covered under WellCare 
2. Charges in conjunction with ineligible procedures, 
including pre- or post-operative evaluations 
3. Routine HIV/AIDS testing, except during pregnancy 
or as covered under WellCare. 
4 Routine drug screening. 
5, Sublingual or colorimetnc allergy testing. 
6 Charges in conjunction with weight loss programs 
regardless of medical indications. 
7. Services to rule out familial diseases or conditions 
without manifest symptoms. 
8 Epidemiological and predictive genetic screening 
and counseling 
9. Unbundling of lab charges or panels. 
10. Medical or psychological evaluations or 
testing for legal purposes such as paternity suits, 
custodial rights, etc., or for insurance or 
employment examinations. 
11 Hair analysis, trace elements, or dental filling toxicity 
12. Assisted reproductive technologies: invitro fertilization 
(IVF); gamete intra fallopian tube transfer (GIFT); 
embryo transfer (ET), zygote intra fallopian transfer 
(ZIFT); pre-embryo cryopreservation techniques; 
and/or any conception that occurs outside the 
woman's body Any related services performed in 
conjunction with these procedures are also excluded 
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Benefits are limited per plan year See applicable 
Benefits Summary for details 
8.6.1 Facility and Hospital Services 
Medically Necessary services from Contracted 
Hospitals, inpatient treatment centers, inpatient pain 
clinics, day treatment facilities or intensive outpatient 
programs are payable after applicable Copayments and 
must be Pre-authonzed through the appropriate agency 
(See applicable Benefits Summary for further details ) 
Failure to Pre-authonze will result in denial of 
benefits Charges for the full Hospital stay will 
be prorated into a per diem rate, or as contracted with 
specific Providers, for adjudication of daily benefits 
Day treatment or intensive outpatient programs (IOP) 
may be considered in lieu of inpatient care with two or 
more days applicable to one inpatient day based on 
provider agreements or Pre-authonzation 
Electro Convulsive Therapy (ECT) is eligible 
under Medical benefits 
Eating disorders such as anorexia and/or bulimia, are 
payable under medical benefits, while Life-threatening, 
as determined by PEHP When condition is no longer 
Life-threatening benefits are payable under Mental 
Health and require Pre-authonzation 
8.6.2 Inpatient Provider Visits 
Hospital visits are payable after applicable Copayment(s) 
8.6.3 Outpatient Provider Visits 
Outpatient treatment by a licensed psychologist, 
licensed clinical social worker, medical Provider or licensed 
psychiatric nurse specialist is eligible for payment 
1 Eligible neuropsychological evaluations and testing 
are payable as medical benefits 
2 Eligible medical management to monitor use of 
psychotropic drugs is payable as a medical benefit 
8.6.4 Limitations relating to Mental Health 
and Substance Abuse 
1 Benefits for group family counseling will apply 
to the primary patient's yearly limit Benefits will 
not be considered separate for each individual 
family member 
2 When an inpatient stay spans an old and 
new plan year, benefits will be based on the old plan 
year provisions Actual number of days used, 
however, will apply to specific plan years 
3 Inpatient Provider visits are payable only in 
conjunction with authorized inpatient days 
4 Only one visit per Provider per day is payable 
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8.6.5 Exclusions from Coverage relating 
to Mental Health and Substance Abuse 
1 Inpatient treatment for Mental Health and/or 
substance abuse without Pre authorization 
2 Milieu therapy, marriage counseling, encounter 
groups, hypnosis, biofeedback, parental counseling, 
stress management or relaxation therapy, conduct 
disorders, oppositional disorders, learning 
disabilities, and situational disturbances 
3 Mental or emotional conditions without manifest 
psychiatric disorder or non-specific conditions 
4 Wilderness programs 
5 Inpatient treatment for behavior modification, 
enuresis, or encopresis 
6 Psychological evaluations or testing for legal 
purposes such as custodial rights, etc , or for 
insurance or employment examinations 
7 Occupational or recreational therapy 
8 Hospital leave of absence charges 
9 Sodium amobarbital interviews 
10 Residential treatment programs 
11 Tobacco abuse 
12 Routine drug screening 
See applicable Benefits Summary for specific Copayments 
Benefits for eligible ambulance services, including air 
transport are payable, after applicable Copayment 
8.7.1 Limitations relating to Ambulance Benefits 
1 Benefits are only eligible when ambulance services 
are necessary due to a medical emergency 
2 Only services to transport to the nearest Hospital 
where proper medical care is available are eligible 
3 Benefits will be payable for air ambulance only 
in Life-threatening emergencies when a Member 
could not be safely transported by ground ambulance, 
and only to the nearest facility where proper medical 
care is available If emergency is considered to be 
Non-life-threatening by PEHR air ambulance charges 
will be payable at ground transport rates 
8.7.2 Exclusions from Coverage relating to 
Ambulance Benefits 
1 Charges for common or private aviation services 
2 Services for the convenience of the patient or family 
C O V E R E D BENEFITS A N D S E R V I C E S (co 
HOME HEALTH AN& 
HOSPICE CAKE BENtirITS 
See applicable Benefits Summary for specific Copayments. 
These services require Pre-authorization. 
When authorized, Medically Necessary skilled home health, 
home IV therapy and hospice services are payable. 
Hospice benefits may be approved when a Member 
is no longer receiving any curative treatment, and is only 
receiving palliative care for pain relief, symptom 
control and comfort. 
8.8.1 Limitations relating to Home Health and 
Hospice Care Benefits 
1. Total Enteral Nutrition (TEN) formula must be 
obtained through the pharmacy card. 
2. Physical and/or occupational therapy performed in 
the home are subject to the outpatient plan limits. 
See applicable Benefits Summary for details. 
3. A home visit by an LCSW is payable from outpatient 
Mental Health benefits. See applicable Benefits 
Summary for details. 
8.8.2 Exclusions from Coverage relating to 
Home Health and Hospice Care 
1. Nursing or aide services which are requested by or for 
the convenience of the Member or family, which do 
not require the training, judgment, and technical skills 
of a nurse, whether or not another person is available 
to perform such services. This exclusion applies 
even when services are recommended by a Provider. 
2. Private duty nursing. 
3. Home health aide. 
4. Custodial Care. 
5. Respite Care. 
6. Travel or transportation expenses, escort services 
to Provider's offices or elsewhere, or food services. 
i\ . & ADOPTtON B C N E P i r S 
Adoption benefits for legal or agency fees may be 
available, subject to plan limitations. (See applicable 
Benefits Summary for details.) 
In order to be eligible for adoption benefits, the adopting 
parent must have been a Subscriber for three months 
prior to the placement of the child. At the time of 
placement, the child must be 17 years of age or younger. 
These adoption benefits will not be payable until the adoption 
becomes final and proper documentation is provided. 
8.9.1 Exclusions from Coverage relating to Adoption Benefits 
1. Expenses incurred for the adoption of nieces, 
nephews, brothers, sisters, grandchildren, 
cousins or stepchildren. 
2. Transportation, travel expenses or accommodations, 
passport fees, translation fees, photos, postage etc. 
3. Medical and living expenses, food, and/or 
counseling for the birth mother. 
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See applicable Benefits Summary for specific Copayments. 
The pharmacy ID card will only list the Subscriber's name. 
Pharmacy or prescriptions drug card Copayments do 
not apply to out-of-pocket limits. 
Medically Necessary Pharmacy benefits are eligible 
through a self-funded drug card program administered 
by a Pharmacy Benefits Manager, (PBM) as follows: 
1. The Member will purchase eligible Prescription 
drugs using a prescription card and payment of the 
applicable Copayment. Prescription drugs 
purchased with the drug card are exempt from 
the Pre-existing waiting period. 
2. PEHP may require that all prescription drugs, 
services, or supplies be authorized through a 
primary care physician and/or case manager to 
be eligible for payment. 
3. If PEHP is the secondary carrier, Members must 
purchase the prescription and submit the claim to the 
primary insurance carrier, then submit an itemized 
receipt and explanation of payment or denial from the 
primary insurance carrier to the PBM. The PBM 
will pay the secondary benefits, not to exceed PEHP's 
negotiated discounted fee or the allowed day 
supply limitation. If the primary insurance has a drug 
card and the dollar amount paid by the patient is a 
Copayment, the Member will not be required to get 
an explanation of benefits from the primary carrier. 
The Member must submit the itemized receipt that 
indicates the Copayments and the insurance carrier 
to the PBM. A printout from the pharmacy is 
not a valid receipt. The PBM will pay the secondary 
benefits, not to exceed PEHP's negotiated 
discounted fee or the allowed day supply limitation. 
4. There will be a reduction in benefits for prescriptions 
filled without a prescription drug card. 
5. The PBM utilizes a Formulary. The Formulary 
is subject to change during a Plan year. Copayments 
for drugs may vary according to their Formulary 
status and Members may or may not be notified of 
Formulary changes. Members should refer to 
the PBM's website or call the PBM's customer service 
department prior to obtaining prescriptions 
through mail-order or retail outlets to determine 
the Formulary status of their drug. 
PEHP participates in several Disease Management 
programs offered by their PBM. The purpose of 
the programs is to give the member tools and information 
about their disease state so both the Member and 
their physician can manage their disease more effectively. 
The PBM receives personal information in its role as the 
PBM. This information includes, among other things, 
address and claims information. Participation in any of the 
programs is voluntary and only by consent of the member. 
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8.10.1 Out-of-area Prescriptions or Other Cash Purchases 
If a Member pays cash for any prescription purchase 
(except for prescriptions purchased out of the country), the 
Member must submit an itemized receipt to the PBM 
for reimbursement The Member will be reimbursed the 
negotiated discount cost minus the plan Copayment 
Eligible prescriptions purchased out of the country are 
payable under the medical benefit 
8.10.2 Covered Drugs 
1 Legend drugs 
2 Insulin and diabetic supplies (except diabetic 
pump supplies) 
3 FDA approved drugs used for non 
experimental indications 
4 Fluoride drops or pills (for patients under age 12) 
5 Emergency Allergic Reaction Kits ("Bee Sting Kits") 
6 Pre-natal Vitamins 
7 Contraceptive hormones (Plan B, Preven, etc ) 
8 Self-administered mjectables, except 
those listed in Exclusions 
8.10.3 Specialty Drugs 
Drugs eligible for the Specialty Drug Program are typically 
expensive bio-engineered drugs that have specific shipping 
and handling requirements Please refer to your Benefits 
Summary for the Copayment amount for Specialty Drugs 
Depending on the drug, you may be required to 
use the PEHP Specialty Drug vendor Some medications 
may be excluded as covered items through retail 
pharmacy (i.e., your local pharmacy), home delivery, 
and/or as a medical claim The Specialty Drug benefit 
will be implemented in increments Members using 
these drugs will be notified prior to the drug moving into 
the Specialty Drug Program 
Please refer to Appendix B for the list of drugs that will 
be covered under the Specialty Drug Program in 2006 
8.10.4 Limitations relating to Prescription Drug Benefits 
1 Pre-natal vitamins are covered at 100% if patient 
enrolls in WeeCare within the first or second trimester 
Patients who enroll after the first or second trimester 
are responsible for applicable Copayments 
2 Oral and injectable fertility drugs are payable 
at 50% of negotiated discounted fee minus 
the plan Copayment 
3 Clozaril for schizophrenia must adhere 
to manufacturer dispensing guidelines Clozaril 
is payable up to PEHP's negotiated discounted fee 
minus the plan Copayment 
4 Aerochambers and other inhalant spacers can 
be purchased through the drug card system 
up to one per calendar year 
5 Injectable medications, such as allergy serum and IV 
antibiotics, may not be purchased through the drug 
card system, but may be submitted as a medical claim 
unless payable under the Specialty Drug Program 
6 The following drugs may be purchased through 
the drug card system, but require Pre-authonzation 
through the PBM's Managed Prior Authorization 
system by the physician calling 1-800 753-2851 
Authorizations are based on established, published 
clinical treatment guidelines If approved, they 
are payable up to PEHP s negotiated discounted fee, 
minus plan Copayment New drugs coming on the 
market may be added into the Managed Prior 
Authorization Program as they become available 
a Growth hormones 
b Interferon Beta (Betaseron, Avonex, Copaxone) 
and syringes 
c Inteferon Alfa (Intron-A) 
d Myeloid Stimulants (Leukine/Neupogen/Prokme) 
e Erythroid Stimulants (Epogen/Procnt) 
f Panretin Gel 
g Pulmozyme 
h Human Chorionic Gonadotropin 
(Profasi, Gonal-F, Fertinex, etc ) 
i Tracleer 
j Synarel 
k Xolair 
I Neumega 
7 Compounded drugs (a procedure that alters 
the FDA approved form of a legend drug) are payable 
through the drug card system as non-formulary 
benefits Payment will be based on the cost 
of the active ingredient only 
8 IV (intravenous) drugs are not payable through 
the pharmacy card, except those listed in 
Appendix B They may be payable as a medical 
claim, with Pre-authonzation 
9 Legend Medications for smoking cessation 
(i.e.,Nicorette inhaler, Zyban) have a maximum 
benefit up to 3 months on a rolling 365-day basis 
The Member will be responsible for a normal 
Copayment until the limit is reached Any further 
costs will be the Member's responsibility 
10 Eligible diabetic supplies purchased at a 
contracted pharmacy will be processed as a 
pharmacy claim payable up to PEHP's negotiated 
discounted fee minus the plan Copayment 
11 Each prescription must be filled individually, per 
person, with a separate Copayment 
12 Prescriptions purchased in a foreign country 
may be payable as a medical claim with an itemized 
receipt which includes the American equivalent 
of the drug as well as the charge for the drug 
converted into U S currency 
13 Male injectable hormones (i e Jestosterone) 
can be purchased through the drug card system, 
with Pre authorization through PEHP 
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14. Enteral formula for tube feedings must be purchased 
under the drug card system with prior approval 
through PEHP Case Management. If approved, it is 
payable up to PEHP's negotiated discounted fee 
minus the plan Copayment. 
15. Stadol, Imitrex, and other pain medications are 
subject to on-line edits related to established clinical 
guidelines. Pre-authorization may be required through 
the PBM's Managed Rx Program if prescribed dosing 
exceeds clinical treatment guidelines. If approved, 
it is payable up to PEHP's negotiated discounted fee, 
minus the plan Copayment. The physician may 
appeal by calling 1-800-753-2851. 
16. Cox II drugs (i.e.,Celebrex) are subject to 
established clinical guidelines through on-line 
edits to determine eligibility of drug. If denied at 
point of sale, the physician can appeal through the 
PBM's Managed Prior Authorization Department 
at 1-888-248-4670, an Interactive Voice 
Response (IVR) line allowing the physician to 
request a Pre-authorization form electronically. 
If approved, it is payable up to PEHP's negotiated 
discounted fee, minus the plan Copayment. 
17. Flu medications (i.e.,Relenza, Tamiflu) are subject 
to age Limitations established by FDA (Relenza— 
age seven and over; Tamiflu—age 18 and over). 
18. Drugs requiring approval through a Limited 
Access Program may require the Member to enroll 
in the manufacturer's Access Program to determine 
eligibility for the drug. If approved, the drug 
may be limited to certain restrictions on quantities 
and day supplies allowed by the manufacturer. 
These limitations supercede any quantity 
and/or day supply allowed by the plan. 
19. Prescribed quantities exceeding maximum 
daily dose recommendations by the manufacturer 
may be denied at the point of sale. If the pharmacy is 
unable to obtain clarification from the physician 
to override the on-line edit, the prescription's 
quantity may be reduced to comply with the 
maximum daily dose requirements. 
20. Prescriptions filled through mail order will be filled for 
the prescribed day supply. State law prevents the mail 
order facility from filling mail order prescriptions as a 
90-day supply if they are written as a 30-day supply. 
2 1 . The PBM may restrict day supply and quantity 
based on clinical guidelines, efficacy, and 
manufacturer's recommendations. 
22. Rheumatiod arthritis injection (i.e., Enbrel, Kineret, 
Arava, Humira, Remicade) are subject to online edits 
related to established clinical guidelines. Pre-
authorization may be required through the PBM's 
Managed Prescription Program if a claim is denied at 
the point of sale. The physician may appeal by calling 
1-800-753-2851. If approved, it is payable up to 
PEHP's discounted fee, minus plan copayment. 
23. Anti-emetic medications (i.e., Zofran, Kytril, Anzemet, 
Emend) are subject to established clinical guidelines 
through online edits to determine eligibility of the 
drug. Pre-authorization may be required through the 
PBM's Managed Prescription Program if a claim is 
denied at the point of sale. The physician may appeal 
by calling 1-800-753-2851. If approved, it is payable 
up to PEHP's discounted fee, minus plan copayment. 
24. Some drugs filled through mail order may have 
quantity and/or day supply reductions as a result of 
how the prescription is written by the physician 
(i.e., writing the prescription with directions "take as 
directed"), where the prescription quantity 
exceeds the recommended daily dose, if the 
pharmacist determines through clinical experience 
that there is a safety issue with the drug in the 
quantity requested, or if the drug is extremely 
expensive and the fill is a first-time fill. 
8.10.5 Exclusions from Coverage 
relating to Prescription Drug Benefits 
The fact that a Provider may prescribe, order, recommend, 
or approve a prescription drug, service, or supply 
does not, of itself, make it an Eligible Benefit, even though 
it is not specifically listed as an Exclusion. The following 
are some, but not necessarily all, of the items not covered 
as Eligible Benefits, regardless of the relief they may 
provide for a medical condition: 
1. Vitamins (except pre-natal vitamins), minerals, 
food supplements, or homeopathic medicine. 
Mother's milk or special infant formulas. 
2. Treatment of hair loss or restoration 
(i.e., Rogaine, etc.). 
3. Anorexiants/diet aids. 
4. Anabolic steroids. 
5. Any over the counter (OTC) drugs or drugs that 
do not require a prescription, except insulin. 
6. Therapeutic devices or appliances. 
7. Diagnostic agents. 
8. Immunization agents, biological serum, blood, 
or blood plasma. 
9. Prescriptions which an eligible person is entitled 
to receive from any governmental plan or medication 
prescribed as a result of an Industrial Claim 
(on the job) injury or illness payable under Worker's 
Compensation or Employer's liability laws. 
10. Medications which are to be taken by an individual, 
while a patient in an institution, which operates on its 
premises a facility for dispensing pharmaceuticals. 
11 . Any drug used for Cosmetic purposes. 
12. Drugs used by a second party. 
13. Drugs treating sexual dysfunction. 
V I I I . C O V E R E D B E N E F I T S A N D S E R V I C E S ( c o n t i n u e d ) 
14. The cost of any quantity of medication dispensed 
in excess of consecutive day supply allowed on 
retail prescriptions and mail-order prescriptions. 
Member is responsible for any balance. 
15. Replacement prescription drugs resulting from 
loss, theft, or breakage. 
16. Retail prescription refills are not payable until 
70% of the previous prescription is used according to 
the Provider's directions. Mail order refills are not 
payable until 70% of total day supply within the last 
180 days is used. Members cannot receive benefits 
for more than an accumulated 30-day supply. 
17. Prescriptions filled or refilled prior to Coverage or 
after termination of Coverage even if the medication 
is prescribed while the Member is covered by PEHR 
18. New drugs are excluded until studies provide 
effectiveness and safety. 
19. Contraceptive jellies, creams, or foams. 
Implants, diaphragms or lUDs. 
20. Respigam. 
2 1 . Synvisc. 
22. Hyalgan. 
23. Botox. 
24. Lupron. 
25. Flumist. 
26. Zoladex. 
27. Abortifacients (RU486). 
28. Blood glucose monitors. 
29. Any prescription refilled in excess of the 
number of refills specified by the physician, or any 
refill dispensed after one year from the 
physician's original order. 
&.-21 .DURABLE MEDICAL 
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See applicable Benefits Summary for specific Copayments. 
Refer to Durable Medical Equipment, Appendix A, 
for a partial list of Covered and Non-covered items and 
DME that require Pre-authorization. Any item hot 
listed requires Pre-authorization. 
Purchase or rental of Durable Medical Equipment 
may be eligible if the criteria below are met. 
Coverage is provided when the equipment is: 
1. Medically Necessary; 
2. Prescribed by a Provider and approved by PEHP; and 
3. Used for medical purposes rather than for 
convenience or comfort. 
V I I I . C O V E R E D B E N E F I T S A N D S E R V I C E S ( c o n t i n u e d ) 
PEHP will allow the cost of standard conventional 
equipment or supplies necessary to treat the medical 
condition. Additional charges for more elaborate or 
precision equipment or supplies shall be the responsibility 
of the Member. 
If medical equipment will be required for longer 
than 60 days, it requires Pre-authorization for review of 
continued rental verses purchase. The total benefits 
allowable for rental and/or subsequent purchase may not 
exceed 100% of the allowable purchase price of the 
equipment, plus 60 days rental. 
8.11.1 Limitations relating to Durable Medical 
Equipment/Supply Benefits 
1. Machine rental or purchase for the treatment 
of sleep disorders is payable at plan benefits, 
up to $2,500 in a five-year period, including all 
related equipment and supplies. 
2. One lens for the affected eye following eligible 
corneal transplant Surgery. Contact lenses for 
documented Keratoconus may be approved 
as Medically Necessary. 
3. Two pair support hose per plan year for phlebitis 
or other eligible diagnosis. 
4. One pair of ear plugs within 60 days following 
eligible ear Surgery. 
5. The equipment listed below is limited to the 
following Lifetime Maximums: 
TENS Unit $ 500 
Neuromuscular Stimulator $1,000 
interferential Stimulator $2,000 
H-wave Electronic Device $2,000 
Sympathetic Therapy 
Stimulator (STS) $2,000 
Similar or new technology will be subject to 
review and limited benefits. 
6. Continuous Passive Motion (CPM) machine 
rentals may be approved for up to 21 days per knee 
rental only for total knee arthroplasty. A benefit is 
eligible for an initial set up fee. 
7. Artificial prosthetics, such as eyes, breasts or limbs, 
when made necessary by loss from an injury or illness, 
may be approved. Maximum prosthetic benefit 
available in any five-year period is $20,000 (per site), 
including all services, repairs and replacements. 
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8. Only conventional, body powered, cable-operated 
prosthetics will be eligible for loss of a limb or 
congenially missing limb(s). Additional charges for 
more elaborate or precision equipment will be 
the Member's responsibility. 
9. Wheelchairs require Pre-authorization through 
Medical Case Management. The maximum 
wheelchair benefit available in any five-year period is 
$20,000 including all services, repairs and 
replacement. The wheelchair base is included in the 
above limit and may not exceed $6,000. 
10. Knee braces are limited to $1,500 in a 
three-year period. 
8.11.2 Exclusions from Coverage relating to 
Durable Medical Equipment/Supply Benefit 
The fact that a Provider may prescribe, order, recommend 
or approve a service or supply does not, of itself, make 
it an Eligible Benefit, even though it is not specifically listed 
as an Exclusion. The following are some, but not 
necessarily all, items not covered as a benefit, regardless 
of the relief they may provide for a medical condition. 
Refer to Durable Medical Equipment, Appendix A, 
for a more detailed list of Non-covered items. 
1. Training and testing in conjunction with Durable 
Medical Equipment or prosthetics. 
2. More than one lens for each affected eye following 
Surgery for corneal transplant. 
3. More than two pair of support hose for a 
medical diagnosis per plan year. 
4. Durable Medical Equipment that is inappropriate 
for the patient's medical condition. 
5. Diabetic supplies, i.e.,insulin, syringes, needles, 
etc., are a pharmacy benefit. 
6. New or used equipment purchased from 
non-licensed providers. 
IX. Catastrophic 
Sickness or Injury 
Benefits (Out-of-
Pocket Expenses) 
0 . 1 CA TA S f It Of* NIC B£NCF t 7 S 
See applicable Benefits Summary for specific 
out-of-pocket limits. 
PEHP has set limits for maximum out-of-pocket 
expense for Members. After the Member's share of eligible 
expenses exceeds specified amounts, PEHP will pay 
further Eligible Benefits incurred during the remaining plan 
year at 100% of PESB. 
I X . C A T A S T R O P H I C S I C K N E S S OR I N J U R Y ( c o n t i n u e d ) 
9.1.1 Exclusions from Coverage relating to 
Catastrophic Sickness or Injury Benefits 
Amounts paid by the Member for the following services will 
not apply to the Member's out-of-pocket maximum: 
1. Inpatient or outpatient Mental Health or 
substance abuse treatment; 
2. Temporomandibular Joint 0"MJ/TMD/Myofacial Pain) 
treatment; 
3. Sleep apnea testing or equipment; 
4. Infertility testing, Surgery, or equipment; 
5. Surgeries or procedures payable at 50%; 
6. Adoption; 
7. Penalties for failing to obtain Pre-authorization 
or to complete Pre-notification; 
8. Emergency room; 
9. Prescription drugs; 
10. Supplies obtained through the Pharmacy card; 
11. Any service or amount established as ineligible under 
this policy or considered inappropriate medical care; 
12. Charges in excess of PESB or contract Limitations; or 
13. Charges applied to Member Deductibles. 
X. General Exclusions 
Specific Exclusions are listed under the most 
commonly applicable Benefit category, but are not 
necessarily limited to that category only. 
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1. Charges in excess of contract Limitations or PESB. 
2. All charges for services received as a result of an 
Industrial Claim (on-thejob) injury or illness, 
any portion of which, is payable under Worker's 
Compensation or Employer's liability laws. 
3. Charges in conjunction with a Pre-existing 
Condition, if applicable. 
4. Charges which the Member is not, in absence 
of Coverage, legally obligated to pay. 
5. Charges for educational material, literature, or 
charges made by a Provider to the extent that they 
are related to scholastic education, vocational 
training, learning disabilities, or behavior 
modification, or for dealing with normal living such as 
diet, or medication management for illness (except 
for the benefit provided for diabetes education). 
6. Charges for medical care rendered by an immediate 
family member are subject to review by PEHP and 
may be determined by PEHP to be ineligible. 
X G E N E R A L E X C L U S I O N S ( c o n t i n u e d ) X G E N E R A L E X C L U S I O N S ( c o n t i n u e d ) 
7 Charges prior to Coverage or after termination 
of Coverage even if illness or injury occurred 
while a Member 
8 Provider's telephone calls or travel time 
9 Charges for services primarily for convenience, 
contentment, or other non-therapeutic purpose 
10 Overutilization, charges which are not Medically 
Necessary to treat the condition, as determined by 
PEHP, charges for any service, supply or medication 
not reasonable or necessary for the medical care 
of the patient's illness or injury 
11 Charges for Unproven medical practices or 
care, treatment or drugs that are Experimental or 
Investigational in nature or generally considered 
Experimental or Investigational by the medical 
profession or non FDA approved PEHP shall 
determine whether medical care, treatment or 
drugs are Unproven medical practices, or 
Experimental or Investigational 
12 Charges for services without adequate diagnosis 
or dates of service 
13 Charges for services, supplies or medications to the 
extent they are provided by any governmental plan or 
law under which the individual is, or could be covered 
14 Charges for services as a result of an auto 
related injury and covered under No-fault insurance 
or would have been covered if coverage were 
in effect as required by law 
15 Services, treatments, or supplies furnished by a 
Hospital or facility owned or operated by the United 
States Government or any agency thereof 
16 Services or supplies received as a result of an act of 
war occurring when the Member is covered by PEHP 
17 Any service or supply not specifically identified 
as a benefit 
18 Charges for commercial or private aviation services, 
meals, accommodations and car rental 
19 Charges for mileage reimbursement except for 
eligible ambulance service 
20 Charges by a Provider for case management 
21 Charges for independent medical evaluations and/or 
testing for the purpose of legal defenses or disputes 
22 Charges for submission of Medical Records 
necessary for claims review 
23 Delivery, shipping, handling, sales tax, or 
finance charges 
24 PEHP is not responsible to pay any benefits 
given verbally or assumed except as written in a 
Pre-authonzation, documented by Customer 
Service or Medical Case Management, or as 
described in this policy 
25 Charges for remote medical evaluation and 
management, including prescriptive services provided 
by the Internet, telephone or catalog without 
personal evaluation by a licensed physician or provider 
26 Autopsy procedures 
27 Complications as a result of any non-covered 
service, procedure, or drug 
28 Treatment of obesity by means of surgical, medical, 
or medication services, regardless of associated 
medical, emotional, or psychological condition 
29 Charges for services or supplies resulting 
from participating in or in consequence of having 
participated in the commission of an assault 
or felony 
30 Claims submitted more than 12 months after 
service has been rendered 
31 Charges for expenses in connection with 
appointments scheduled and not kept 
32 Charges for the treatment of sexual dysfunction 
XI, Definitions 
11.1 Accident, Accidental 
A single unpremeditated event of violent and external 
means, which happens suddenly, is unexpected, and is 
identifiable as to time and place Injuries resulting from a 
willful action including lifting, pushing, pulling, or straining 
are not considered within the definition of an Accident 
Life threatening conditions may not be considered within 
the meaning of an Accident 
11.2 Ambulatory Surgical Facility 
Any licensed establishment with an organized 
medical staff of physicians, with permanent facilities 
equipped and operated primarily for the purpose 
of performing Ambulatory Surgical Procedures and with 
continuous physician services whenever a Member 
is in the facility but does not provide services or other 
accommodations for Members to stay overnight 
11.3 Assignment of Benefits 
A procedure whereby a Member authorizes PEHP to make 
payment directly to the Provider of any Eligible Benefits 
11.4 Break-in-Coverage 
A period of 63-days or more in which an individual is 
without health insurance coverage 
11.5 Certification and Disclosure of Coverage 
A certificate describing an individual's Creditable Coverage 
as prior coverage, beginning and termination dates of prior 
coverage, and applicable waiting periods Certification 
shall specify any waiting periods imposed on an individual 
for any coverage A new enrollee must present PEHP with a 
Certification and Disclosure at the time of Enrollment 
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11.6 Community Standard 
The standard accepted for consensus decisions will be 
determined by published medical data, in journals sponsored 
by professional societies and associations, patterns of care 
within PEHP database, professional review organizations, 
and consultations with experts who are Board Certified 
by the American Board of Medical Specialists 
The Community Standard is not necessarily a 
prevailing level of practice. 
11.7 Comphcation(s) 
A medical condition, illness, or injury related to, 
or occurring as a result of another medical condition, 
illness, injury, or Surgical Procedure. 
11.8 Contracted Hospital 
A Hospital with whom PEHP has a current 
contractual agreement to render care to covered 
Members for a specific fee. 
11.9 Contracted Provider 
A Provider with whom PEHP has a current 
contractual agreement to render care to covered 
Members for a specific fee. 
11.10 Coordination of Benefits (COB) 
The coordination of Eligible Benefits between two or 
more plans under which an individual is covered after 
primary and secondary coverage determination is made. 
11.11 Copayment 
The portion of the cost of Eligible Benefits that a 
Member is obligated to pay under the plan(s), including 
Deductibles. A Copayment may be either a fixed dollar 
amount, or a percentage of the allowable medical expense 
11.12 Cosmetic Procedure 
Any procedure performed to improve appearance 
or to correct a deformity without restoring a 
physical bodily function. 
11.13 Coverage 
The eligibility of a Member for benefits provided 
under this Master Policy, subject to the terms, conditions, 
Limitations and Exclusions of this Master Policy 
Benefits must be provided-
1 when this Master Policy is in effect; and 
2 prior to the date that termination occurs 
X I D E F I N I T I O N S ( c o n t i n u e d ) 
11.14 Creditable Coverage 
Any comprehensive health insurance plan such as: 
a group health plan; health insurance coverage, Part A or B 
of Title XVIII of the Social Security Act; Title XIX of the 
Social Security Act; Chapter 55 of Title 10 of the U.S.C.; 
a medical care program of the Indian Health Service 
or of a tribal organization; a state health benefits risk pool, 
a health plan offered under Chapter 89 of Title 5 of 
the U.S.C.; a public health plan; or, a health benefit plan 
under Section 5(e) of the Peace Corps Act (22 U.S.C 
2504(e)) Creditable Coverage does not include Excepted 
Benefits (Excepted Benefits defined below) 
11.15 Custodial Care 
Services, supplies, or accommodations for care 
rendered which" 
1 Do not provide treatment of injury or illness, 
2 Could be provided by persons without professional 
skills or qualifications; 
3 Are provided primarily to assist a Member in 
daily living; 
4. Are for convenience, contentment, or other 
non-therapeutic purposes; or 
5. Maintain physical condition when there is no prospect 
of affecting remission or restoration of the Member 
to a condition in which care would not be required. 
11.16 Deductible 
The amount paid by a Member for eligible charges before 
any benefits will be paid under the plan 
11.17 Dependent 
"Dependent" means: 
1 The Subscriber's lawful spouse. 
2 Children or stepchildren of the Subscriber who 
are not married up to the age of 26 who have 
a Parental Relationship with the Subscriber. 
Adequate legal documentation may be requested. 
3. Legally adopted children, foster children, and 
children through legal guardianship who are not 
married up to the age of 26 are eligible subject to 
PEHP receiving adequate legal documentation. 
(Legal guardianship must be court appointed.) 
n 
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4 Children who are incapable of self support because 
of an ascertainable mental or physical impairment, 
who are not married, and who are claimed as a 
Dependent on the Subscriber's tax return, upon 
attaining age 26, may continue Dependent Coverage, 
while remaining Totally Disabled, subject to the 
Subscriber's Coverage continuing in effect Periodic 
medical documentation is required Subscriber must 
furnish written notification of the disability to PEHP 
no later than 31 days after the date the Coverage 
would normally terminate In the notification, 
the Subscriber shall include the name of the 
Dependent, date of birth, a statement that the 
Dependent is unmarried, and details concerning 
a The condition that led to the Dependent's 
physical or mental disability, 
b Income, if any, earned by the Dependent, and 
c The capacity of the Dependent to engage 
in employment, attend school, or engage in 
normal daily activities 
If proof of disability is approved, the Dependent's 
Coverage may be continued as long as he/she 
remains Totally Disabled and unable to earn a living, 
and as long as none of the other causes of 
termination occur Proof of the Dependent's continued 
disability may be required periodically by PEHP 
5 In the event of divorce, Dependent children 
for whom the Subscriber is required to provide 
medical insurance as ordered in a divorce decree 
may continue Coverage The ex spouse and/or 
stepchildren may not continue Coverage but 
may be eligible to convert to a COBRA plan 
6 Stepchildren who no longer have a Parental 
Relationship with a Subscriber will no longer be 
eligible to receive benefits under PEHP 
7 Dependent does not include an unborn fetus 
11.18 Durable Medical Equipment (DME) 
Medical equipment that is all of the following 
1 Used only to benefit in the care and treatment 
of an illness or injury, 
2 Durable and useful over an extended period of time, 
3 Used only for a medical purpose rather than 
convenience or contentment, 
4 Is prescribed by a Provider, and 
5 Not used by other family members for non-
therapeutic purposes 
11.19 Elective Treatment 
Non-emergency services that can be scheduled 
48 hours after diagnosis 
11.20 Eligible Benefit 
Medical expenses which are covered under 
this Master Policy 
XJ D E F I N I T I O N S ( c o n t i n u e d ) 
11.21 Emergency Care 
Care provided for an acute health condition with 
a sudden unexpected onset, which requires immediate 
medical attention in order to preserve life A determination 
of emergency will be made by PEHP on the basis 
of the final diagnosis 
11.22 Employee 
An employer's employee who is eligible for coverage 
in the Group Insurance Program of Title 49, Chapter 20 
of the Utah Code Annotated 
11.23 Employer 
The State, its educational institutions and 
political subdivisions that are eligible to participate and 
have elected to participate in the Group Insurance Program 
of Title 49, Chapter 20 of the Utah Code Annotated 
11.24 Enhanced Benefits Program 
A program of Global, per diem or other specified fees 
negotiated between PEHP and specific Providers 
for all necessary medical and surgical services related to 
a specific condition or procedure Copayments are 
reduced under these specific agreements 
11.25 Enrollment 
The process whereby an Employee makes written 
application for Coverage through PEHP, subject to specified 
time periods and plan provisions 
11.26 Excepted Benefits 
Benefits not subject to the requirements of the Health 
Insurance Portability and Accountability Act of 1996 
(HIPAA) They are as follows coverage for Accident, or 
disability income insurance, coverage issued as a 
supplement to liability insurance, liability insurance, 
workers' compensation or similar insurance, automobile 
medical payment insurance, credit-only insurance, 
coverage for on-site medical clinics, similar insurance 
coverage under which benefits for medical care are 
secondary or incidental to other insurance benefits The 
following benefits are not subject to requirements 
if offered separately limited scope dental or vision 
benefits, benefits for long-term care, nursing home care, 
home health care community-based care, or any 
combination, other similar limited benefits The following 
benefits are not subject to requirements if offered as 
independent non-coordinated benefits coverage only for a 
specified disease or illness, Hospital indemnity or other 
fixed indemnity insurance The following benefits are 
not subject to requirements if offered as a separate 
insurance policy Medicare supplemental health insurance 
(as defined under section 1882(g)(1) of the Social Security 
Act), coverage supplemental to the coverage provided 
under Chapter 55 of Title 10, United States Code, 
and similar supplemental coverage provided 
11.27 Exclusions 
Those services or supplies incurred by the Member, 
which are not eligible under this policy 
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11.28 Experimental, Investigational, or Unproven 
Those services, supplies, or pharmaceutical (drug) 
products which are not recognized or proven to be 
effective for treatment of illness or injury in accordance 
with generally accepted standards of medical practice as 
determined by PEHP or which have not received FDA 
approval for the diagnosis being treated 
11.29 Formulary 
A list of selected prescription medications reviewed by an 
independent Pharmacy and Therapeutics (P&T) 
Committee The P&T Committee is an independent group 
of accomplished health care professionals comprised of 
physicians with various medical specialties and clinical 
pharmacists who assist in developing the formulary The 
P&T committee reviews medications in all therapeutic 
categories relevant to the prescription drug benefit and 
evaluates them based on safety and efficacy The 
Committee reviews new and existing drugs on a regular 
basis and the formulary is revised accordingly 
11.30 Global Fee 
An amount negotiated for a specific procedure 
(such as an organ transplant) including multiple Providers, 
within a specified time frame 
11.31 Group Insurance Program 
The program of Coverage created by Title 49, Chapter 20 
of the Utah Code Annotated 
11.32 Hospice Care 
A program of supportive care that addresses the 
spiritual, social, and psychological needs of terminally ill 
patients and their families The Global per diem benefit for 
hospice includes, home care nursing, nursing aides, 
oral medication, Durable Medical Equipment, social 
worker, counseling, respite care, physical, occupational, 
and speech therapies provided for purposes of 
symptoms control or to enable the patient to maintain 
activities of daily living and basic functional skills 
11.33 Hospital 
1 An institution which is licensed by the state in 
which it resides and maintains Medicare and 
Medicaid approval for services 
2 Any other institution which is operated pursuant to 
law, under the supervision of a staff of physicians and 
with twenty-four hour per day nursing service, 
which is primarily engaged in providing 
a General inpatient medical care and treatment 
of sick and injured persons through medical, 
diagnostic, and major surgical facilities, 
all of which facilities must be provided on its 
premises or under its control, or 
b Specialized inpatient medical care and treatment 
of sick or injured persons through medical and 
diagnostic facilities (including x ray and 
laboratory) on its premises, under its control, 
or through a written agreement or 
with a specialized Provider of those facilities 
X I D E F I N I T I O N S ( c o n t i n u e d ) 
In no event shall the term Hospital include a facility 
operated primarily as an out-patient or free standing unit, 
or a convalescent nursing home or an institution or part 
thereof which is used principally as a convalescent, 
rest, or nursing facility or facility for the aged or which 
furnishes primarily domiciliary or Custodial Care, including 
training in the routines of daily living, or which is 
operated primarily as a school 
Hospitals are considered Providers in accordance 
with this Master Policy 
11.34 Industrial Claim 
An illness or injury arising out of or in the course 
of employment covered by the Worker s Compensation 
Fund or Employer Liability laws 
11.35 Life-threatening 
The sudden and acute onset of an illness or injury where 
delay in treatment would jeopardize the Member's life or 
cause permanent damage to the Member's health 
such as, but not limited to, loss of heartbeat, loss of 
consciousness, cessation or severely obstructed breathing, 
massive and uncontrolled bleeding A determination of 
Life-threatening will be made by PEHP on the basis of the 
final diagnosis and medical review of the records 
11.36 Lifetime Maximum Benefits or Lifetime Limits 
Policy provisions that have a Lifetime Maximum Benefit 
apply to the lifetime of the Member, and apply when 
a Member terminates or reinstates Coverage with PEHP 
11.37 Limitations 
Provisions in the plan indicating services or supplies 
that are not fully covered or covered only when specific 
criteria is met 
11.38 Medical Case Management 
The active involvement by request of PEHP of a nurse 
coordinator or case manager working with the Member, 
Member s family and Provider(s) to coordinate a 
comprehensive, medically appropriate treatment plan 
with prudent use of benefit dollars 
11.39 Medical Records 
Medical reports, clinical information, and hospital 
records relating to the care, treatment, and relevant 
medical history of the Member 
11.40 Medical Review Committee 
A Committee which may consist of the Medical 
Director, Claims Managers Claims Supervisors or other 
appropriate PEHP personnel which has the authority 
to review and approve or deny based on established 
criteria, claims for Eligible Benefits 
X I D E F I N I T I O N S ( c o n t i n u e d ) 
11.41 Medically Necessary / Medical Necessity 
Any healthcare services, supplies or treatment 
provided for an illness or injury which is consistent with the 
Member s symptoms or diagnosis provided in the most 
appropriate setting that can be used safely, without 
regard for the convenience of a Member or Provider 
However, such healthcare services must be appropriate 
with regard to standards of good medical practice in the 
State of Utah and could not have been omitted without 
adversely affecting the Member's condition or the quality of 
medical care the Member received as determined by 
established medical review mechanisms, within the scope 
of the Provider's licensure, and/or consistent with and 
included in policies established and recognized by PEHP 
Any medical condition, treatment, service, equipment, etc 
specifically excluded in the Master Policy is not an 
"Eligible Benefit' regardless of Medical Necessity 
11.42 Member 
A Subscriber, a Subscriber's spouse, a Subscriber's 
Dependents or individuals who have converted to COBRA 
Coverage, conversion Coverage, or a retired individual who 
is eligible for Coverage and has continued to pay 
contributions Member includes children who are enrolled 
in the Children's Health Insurance Program (CHIP) 
11.43 Mental Health 
Mental Health Coverage shall include code 
numbers 290 319 (Mental Disorders) as described in the 
ICD-9 (International Classification of Disease), except 
where otherwise described or excluded in the policy 
Pain management for chronic or non-acute illness will 
be considered under Mental Health 
11.44 Package Fee 
The cost benefit of ' package" surgical services, 
which include the operation per se, local infiltration, 
metacarpal/digital block or topical anesthesia 
when used and normal, uncomplicated follow-up care 
Normal, uncomplicated follow-up care would cover the 
period of hospitalization and office follow-up for progress 
checks or any service directly related to the Surgical 
Procedure as per standard medical guidelines The only 
exception would be if the service relates to Complications, 
exacerbations or recurrences of other diseases or 
injuries requiring additional or separate services When 
an additional Surgical Procedure(s) is carried out 
within the listed period of follow-up care for a previous 
Surgery, the follow up periods will continue concurrently 
to their normal termination 
11.45 Parental Relationship 
The relationship between a natural child or stepchild 
and a parent while the child or stepchild is dependent on 
the parent for insurance Example the stepfather has 
coverage on a child then divorces the child's natural 
mother The stepfather no longer has a Parental 
Relationship with the child 
11.46 Payment 
Amount paid by the Subscriber for the purchase of a 
medical benefits plan 
11.47 PBM 
Pharmacy Benefit Manager 
11.48 Pre-authonzation 
The administrative process whereby a Member and 
Provider can learn, in advance of treatment, the level 
of benefits provided by the Master Policy for the 
proposed treatment plan 
The process, prior to service, that the Member and the 
treating Provider must complete in order to obtain 
authorization for specified benefits of this Master Policy 
which may be subject to Limitations and to receive the 
maximum benefits of this Master Policy for hospitalization, 
Surgical Procedures, Durable Medical Equipment, 
or other services as required 
Pre-authonzation does not guarantee payment should 
coverage terminate, should there be a change in benefits, 
should benefit limits be used by submission of claims in the 
interim, or should actual circumstances of the case be 
different than originally submitted 
11.49 Pre-notification 
The process the Member must follow in order to 
notify PEHP of an impending Hospital admission as 
required by this Master Policy 
11.50 Pre-existing Condition 
Any injury, illness or condition for which a Member 
received medical treatment, consultation or diagnostic 
testing within the six (6)-month period prior to the Member s 
effective date of Coverage as established by review of the 
Medical Records or other documentation If applicable, 
benefits for such a condition will not be payable until the 
Member has been covered for a specified consecutive period 
of time (See applicable Benefits Summary for specific 
details) Pre-existing exclusion period shall be waived with 
appropriate evidence of prior Creditable Coverage 
Genetic information shall not be treated as a condition 
in the absence of a diagnosis of the condition related 
to such information 
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11.51 Provider 
A licensed practitioner of the healing arts acting 
within the scope of the Provider's practice, limited to the 
following: Medical Doctor (MD), Chiropractor (DC), 
Osteopath (DO), Podiatrist (DPM), Psychologist (PhD), 
Licensed Clinical Social Worker (LCSW), Psychiatric Nurse 
Specialist (RN, NS), Doctor of Medical Dentistry (DMD), 
Dentist (limited) (DDS), Registered Nurse (RN), 
Advanced Practical Registered Nurse (APRN), Nurse 
Practitioner (NP), Physician Assistant (PA), 
Licensed Practical Nurse (LPN), Certified Registered 
Nurse Anesthesiologist (CRNA), Certified Nurse 
Midwife (CNM), Registered Physical Therapist (RPT), 
Occupational Therapist (OT), Speech Therapist (ST), 
Certified Acupuncturist, Optometrist (limited [OD]). 
11.52 Public Employees Schedule of Benefits (PESB) 
A schedule of maximum allowable fees established by 
PEHP and accepted by Contracted Providers. 
11.53 Reconstructive Surgery 
Surgery performed on abnormal structures of the body 
caused by congenital defects, developmental 
abnormalities, trauma, infection, tumors, or disease. 
It is generally performed to improve function, but may also 
be done to approximate a normal appearance. 
11.54 Rehabilitation Therapy 
The treatment of disease or injury by physical agents 
and methods to assist in the rehabilitation and restoration 
of normal physical bodily function, that is goal oriented 
and where the Member has the potential for 
functional improvement and ability to progress. 
11.55 Skilled Nursing Facility (SNF) 
An institution, or distinct part thereof, which is licensed 
pursuant to state law and is operated primarily for 
the purpose of providing skilled nursing care for individuals 
recovering from illness or injury as an inpatient, and: 
1. Has organized facilities for medical treatment 
and provides 24-hour nursing service under the full 
time supervision of a physician or a graduate 
registered nurse; 
2. Maintains daily clinical records on each patient 
and has available the services of a physician under 
an established agreement; 
3. Provides appropriate methods for dispensing and 
administering drugs and medicines; and 
4. Has transfer arrangements with one or more 
Hospitals, a utilization review plan in effect, and 
operation policies developed in conjunction with the 
advice of a professional group including at least 
one Provider. Any institution that is, other than 
incidentally, a rest home, a home for the aged, or a 
place for the treatment of mental disease, drug 
addiction, or alcoholism, is not considered a 
Skilled Nursing Facility. 
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11.56 Specialty Drug 
Drugs determined by PEHP and its PBM to be payable 
only through the Specialty Drug Program based on 
one or more of the following: 
1. Special administration requirements. 
2. Special handling requirements. 
3. Special clinical support requirements. 
4. Product accessibility. 
5. High cost of medication. 
11.57 Subrogation 
PEHP's right to recover payments it has made on 
behalf of a covered Member because of an injury caused 
by a liable party. 
11.58 Subscriber 
An Employer's Employee who has enrolled for 
Coverage in the Group Insurance Program of Title 49, 
Chapter 20 of the Utah Code Annotated. 
11.59 Surgical Procedure or Surgery 
Cutting, suturing, treating burns, correcting a fracture, 
reducing a dislocation, manipulating a joint under 
general anesthesia, electro cauterizing, tapping 
(paracentesis), applying plaster casts, administering 
pneumothorax, or endoscopy. 
11.60 Totally Disabled 
The complete inability, due to medically 
determinable physical or mental impairment, to engage 
in any gainful occupation. 
11.61 Unbundling 
The practice of using numerous CPT codes to 
identify procedures that normally are covered by a single 
code. (Also known as "fragmentation," "exploding," 
or "a la carte" medicine.) 
11.62 Urgent Condition 
An acute health condition with a sudden, 
unexpected onset, which is not Life-threatening but which 
poses a danger to the health of the Member if not 
attended by a physician within 24 hours; e.g., serious 
lacerations, fractures, dislocations, marked increase 
in temperature, etc. 
11.63 Verbal Pre-authorization 
Prior approval obtained by calling PEHP Customer 
Service in advance of treatment as required for some 
specific services and as documented by PEHR 
Appendix A 
This is a general list of Covered, Pre-authorization Required, and Non-covered Durable 
Medical Equipment (DME) items. This list is not necessarily all DME items. Any further items not 
specifically listed are subject to review for eligibility. Equipment over $750 requires Pre-authorization. 
J D U R A B L E M E D I C A L E Q U I P M E N T ( c o n t i n u e d ) j 
Item 
1 Bed Pans 
1 Bed Side Raits 
Bed Wedges, Foam Slants 
Bed, Hospital, standard, 
j semi-electric—purchase 
Bed, Hospital, standard, 
semi-electric—rental 
Bed, Hospital, total electric 
1 Bed, Oscillating 
Bed, Pressure Therapy 
Beeper 
Bilirubin Lights (phototherapy) 
I Up to seven days 
j Biofeedback Device 
1 BiPAP (including eligible 
attachments and supplies) 
1 Limited to $2,500 in a five year period 
j Blood Glucose Monitor (glucometer) 
1 Blood Pressure Cuff and/or Kit 
j Bone Growth Stimulator (Osteogenesis) 
Booster Chair, pediatric 
1 Brace, back (see Corset) 
Brace, knee 
Limited to $1,500 in a three year period 
| Brace, leg (child) 
1 Brace, scoliosis 
1 Braille Teaching Texts 
Brassiere/Bra (mastectomy) 
j Breast Pump 
1 Cane 
Car Seat, adult or pediatric 
Car/Van Lift, Car modifications 
Carafe 
1 Cast Boot (ambulatory surgical boot) 
Caster Replacement (wheelchair) 
j Cervical Collar 
| Cervical Pillow 
Chair, adjustable (for dialysis only) 
Chest Compression Vest, 
System Generator and Hoses 
Circle Balance Discs 
Cleaning Solutions 
Coagulation Protime 
Self-Testing Device (CoaguChek) 
Cold Compressor Device, Polarcare 
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Durable 
Medical Equipment 
Subject to all policy provisions, Medical Necessity, 
Limitations, etc., as well as the specific benefit l imitations 
noted in italics below. If medical equipment will be required 
for longer than 6 0 days, it requires Pre-authorization for 
review of continued rental versus purchase. 
Item 
Abdominal Binder/Support 
Adaptive Devices or Aids to Daily Living 
Adjustable Bed 
Aerochamber 
Air Cleaner, Purifier 
Air Conditioners 
Air Fluidized Bed 
Alarm Systems 
Allergy Free Blanket, 
Pillow Case, or Mattress Cover 
Ankle Foot Orthotic (AFO) 
Apnea Monitor (infant) 
Arch Supports, insoles, Heel Cushions, etc. 
Armrest, Replacements (wheelchair) 
Auto Carrier (wheelchair) 
Automatic Blood Pressure Monitor 
Auto-Tilt Chair 
Backpacks, Caddy, 
Carrier, Baskets, etc. (wheelchair) 
Bandages 
Bar Bell Set, Dumb Bells 
Barrel Crawl 
Bathtub Lifts 
Bathtub Seat/Bench/Chair 
Bathtub/Toilet Rails j 
Batteries, Replacement, any type 
Battery Charger | 
Bed Baths (home type) | 
Bed Board j 
Bed Cradle | 
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1 D U R A B L E M E D I C A L E Q U I P M E N T ( c o n t i n u e d ) 
Item 
| Commode (wheelchair) 
1 Commode and accessories 
1 Communicative Device, Equipment or Repair 
Computer Systems or Components 
Computerized Assistive Devices 
1 Contact Lens 
Contact Lens, following corneal transplant 
Contact Lens, for keratonconus 
Limited to one lens per eye 
1 Continuous Hypothermia Machine 
Continuous Passive Motion (CPM) Machine 
Up to 21 days per knee for 
1 Total Knee Replacement 
Continuous Passive Motion (CPM) Machine 
1 for toe/foot surgeries 
Continuous Positive Airway Pressure 
(CPAP Machine—including 
eligible attachments and supplies) 
I Limited to $2,500 In a five year period 
1 Contour Chair 
1 Corset (lumbar), custom, orthopedic 
J Crawler, height adjustable 
1 Crawler, prone 
1 Crawling Coordination Training Unit 
1 Crutches—purchase 
1 Crutches—rental 
1 Cuff Weights 
1 Cushions, wheelchair (Jay cushion) 
1 Dehumidifiers (room or central heating system) 
1 Deironizer, Water Purification System 
1 Dialysis Equipment, home 
1 Diabetic Supplies (syringes, needles) 
1 Diapers 
1 Drionic Machine 
| Dynamic Hip Splint, Infant 
1 Dynasplint 
Ear Plugs, molds 
| Limited to one pair, following ear surgery 
Elastic Stockings, surgical 
Limited to two pair per 
1 plan year for eligible diagnosis 
Electrodes and Accessories for stimulators 
I Included in maximum dollar limits 
1 Electronic Controlled Thermal Therapy Devices 
1 Electrostatic Machine 
1 Elevators 
J Emesis Basins j 
1 EMG Machine (Biofeedback) 
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Item 
Enuresis Alarm Unit 
Environmental Control Systems 
1 Erectile Aid System (vacuum system) 
1 Exercise Equipment 
1 Eyeglasses 
Face Masks 
Footrest Replacement (wheelchair) 
Fracture Frame 
1 Gel Flotation Pads and Mattresses 
Glucometer (blood glucose monitor) 
j Glucowatch 
1 Grab Bars 
1 Gym Mat 
Hand Controls for Motor Vehicle 
Handgrip Replacement 
I (cane, crutch, walker, wheelchair, etc.) 
Head Float 
| Health Spa 
Hearing Aids, hearing Devices 
Heat Lamps 
| Heating Pads, Hot Water Bottle 
j Heel, Toe Loops Replacement (wheelchair) 
Helmet 
1 Home Modifications 
Home Physical Therapy Kits 
Hot Tub 
j Humidifier 
Humidifier, room or central heating 
Humidifier, with 1PPB or 
1 other respiratory equipment 
H-Wave Electronic Device, including supplies 
Limited to $2,000 Lifetime maximum 
1 Hydraulic Patient Lifts 
Hydrocollater Unit 
1 Hydrotherapy Tanks 
Ice Packs 
Immobilizer, shoulder 
1 ncontinence Treatment System 
Infusion Pumps (ambulatory), 
Parenteral, Enteral 
Insulin Pump, external, ambulatory 
Interferential Nerve Stimulator 
Limited to $2,000 Lifetime maximum 
IPPB Machine 
IV Pole 
Jay Cushion (for wheelchair) 
Kangaroo Pump/Kit 
Lambswool Pads 
Lift Platform, wheelchair, van or home 
Lift, Chair (seat) 
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| D U R A B L E M E D I C A L E Q U I P M E N T ( c o n t i n u e d ) | 
Item 
Pressure Pads, Cushions and Mattresses 
(with or without pumps) 
Prosthesis, Breast (non-implant), Eye, Limb 
Limited to $20,000 Lifetime maximum 
Prosthetic Socks (stump socks), and supplies 
1 Limited to $20,000 Lifetime maximum 
Protonics Knee Orthosis 
Pulsed Galvanic Stimulator, including supplies 
Limited to Lifetime dollar limits 
J Quad-Cane 
Raised Toilet Seats 
Reflux Board, infant 
Repairs, Non-Routine 
Performed by a sk/7/ed technician 
1 Rib Belt 
Rocking Bed 
Roho Air Floatation System 
1 Rollabout Chair 
Rowing Machine 
Safety Equipment 
(belt, harness, vest), with wheelchair 
1 Safety Grab Bar, Rail, Bathroom, Toilet, Bed 
Safety Rollers, with walkers 
Sauna Baths 
Scales 
1 Scoliosis Orthotic Devices 
1 Scooter Board 
1 Seat Lift Mechanism 
Seatbelts, Crossbar Replacement (wheelchair) 
| Seating System (wheelchair) 
Shoes, Orthopedic or Corrective, 
Modifications, Lifts, Heels, 
Wedges, Inserts, etc. 
Shower Bench 
| SitzBath 
| Sling, Arm 
Spa Membership 
Speech Augmentation Communication Device 
Speech Generating Device 
Speech Teaching Machines, Language Master 
Sphygmomanometer with Cuff 
1 (blood pressure cuff) 
Spinal Pelvic Stabilizers 
1 Spoke Protectors (wheelchair) 
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| D U R A B L E M E D I C A L E Q U I P M E N T ( c o n t i n u e d ) 
1 Item 
Light Box (seasonal) 
1 Lumbosacral Support 
1 Lymphedema Pump (pneumatic compressor) 
1 Maclaren Buggy, Stroller 
Maintenance, Warranty or Service Contracts 
Maintenance/Repair, Routine 
Massage Devices 
Mattress, hospital bed 
Mattress, inner spring or foam rubber 
1 Mattress, pressure-reducing, including overlay 
Motor Vehicle 
1 Motor Vehicle Alterations, Conversions 
1 Motor Vehicle Devices, Hand Controls, Lifts, etc. 
1 Mouth Guard 
Muscle Stimulator, including supplies 
1 Limited to Lifetime dollar maximum 
Myoelectr c Prosthetics 
Nebulizer, with compressor and heater 
Nebulizer, with compressor, 
ultrasonic, etc.—purchase 
Limited to one in five years 
j Neo-control Chair 
Neuromuscular Stimulator (NMES) 
j Limited to $1,000 Lifetime maximum 
j Orthopedic Brace for sports activities 
Orthotics, Shoe Inserts (any type) 
Except when covered by specific 
1 employer group up to $200 annually 
j Overbed Tables 
Oximeter (pulse oximeter) 
1 Oxygen (contents), Cylinders, Carrier 
J Oxygen Humidifier 
j Oxygen Regulators 
Oxygen Systems, Concentrators 
1 and Accessories—rental 
1 Oxygen Tent 
| Pager 
Paraffin Bath Units (therabath) 
| Parallel Bars 
| Patient Lifts, Slings 
Peak Flow Meter, handheld 
1 Limited to one per plan year 
1 Pelvic Floor Stimulator 
1 Percussor, Chest (with generator) 
Polarcare (cold compression device) 
1 Portable Oxygen Systems 
1 Portable Room Heaters 
j Postural Drainage Board | 
1 Posture Chair | 
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D U R A B L E M E D I C A L E Q U I P M E N T ( c o n t i n u e d ) 
1 Item 
1 Stairglide (Stairway Elevator Lift) 
I Stander 
1 Standing Table 
J Stand-Up Wheelcha'r 
| Stethoscope 
1 Strap/Belt Harness Replacement (wheelchair) 
Stump Sock (prosthetic socks) 
Suction Pump, Aspirator 
Sun Glasses 
1 Supine Board 
Support Hose (elastic stockings) 
Limited to two pair per plan 
J year for eligible diagnosis 
1 Support Pillow 
1 Swimming Pool 
Sympathetic Therapy Stimulator (STS), 
including supplies 
1 Limited to $2,000 Lifetime maximum 
1 Telephone 
1 Telephone Alert Systems 
1 Theraband 
| Therapy Ball, Roll, Putty 
1 Thermometer 
Three-Wheeler 
1 Wheelchair benefits apply 
Tips, Replacement 
1 (wheelchair, walker, crutches, etc.) 
1 Tires/Tubes, Replacement (wheelchair) 
1 Toddler Walkabout 
I Toileting Aids 
1 Tool Kits 
1 Tracheostomy Filter 
| Tracheostomy Speaking Valve 
Traction, Cervical, Extremity, Pelvic 
J Traction, Overdoor 
Transcutaneous Electrical Nerve 
Stimulator (TENS) Unit, including supplies 
1 Limited to $500 Lifetime maximum 
| Transfer Board 
1 Trapeze Bars 
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1 D U R A B L E M E D I C A L E Q U I P M E N T ( c o n t i n u e d ) j 
Item 
Tray, Desk, Drafting Table, 
Easel, Caddy Tray, 
Cup Holder, etc. (wheelchair) 
Tricycle, Hip Extensor 
Truss 
Tune-up (wheelchair) 
j Ultraviolet Cabinet 
Ultraviolet Lamp, handheld 
1 Underarm Pad Replacement (crutches) 
j Upholstery, Reinforcement or Replacement 
1 Urinals 
Used Equipment, purchased from 
1 other than a licensed DME vendor 
I Uterine Activity Monitor, with pregnancy 
1 Utility Tray (wheelchair) 
Vacuum Assisted Closure (VAC) 
1 Wound Healing 
Van, Van Conversion 
j Vaporizer, room type 
Ventilator 
j Vibrating Chair 
1 Vibrators 
Vision Aid or Device 
Walkers and attachments, Basic 
Walkers and attachments, Specialty 
Waterbed 
Wheelchair 
1 Limited to $20,000 in a five year period 
1 Wheelchair Ramp 
1 Wheelmobile 
Whirlpool Bath Equipment 
[ Whirlpool Pumps 
| White Cane 
1 Wig, Hair Piece 
Work Table 
1 Wrist Alarm 
o 
U! 
• "fit 
> 
o 
o 
m 
m 
Q 
us 
sc 
Ui > 
© 
o 
sr. 
K 
R 
ft 
ft 
ft 
ft 
ft 
1 
E 
I 
m 
* 
ft 
1 
1 
ft 
e 
E 
K 
E 
1 
ft 
•z, o 
is" 
U-C£ 
ft 
U 
£ 
F 
Ki 
ft 
m 
Si, 
is 
The drug, device, and equipment tradenames presented herein are for 
informational purposes only. All trademarks, registered trademarks, and licensed 
product names—and their accompanying rights—are the property of their 
respective owners. The Public Employees Health Program warrants no rights to, 
or ownership of, these trade names. 
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Appendix B 
This is a general list of drugs eligible for the Specialty Drug Benefit It is not necessarily 
a list of all eligible drugs. The drugs in this list may change at any time. Contact PEHP for current 
addendums, or consult our website at www.pehp.org for the most current listing. 
Specialty Drugs 
Drugs eligible for the Specialty Drug Program are typically 
expensive bio-engineered drugs that have specific shipping 
and handling requirements. Please refer to your Benefits 
Summary for the Copayment amount for Specialty Drugs. 
Depending on the drug, you may be required to use 
the PEHP Specialty Drug vendor. Some medications may be 
excluded as covered items through retail pharmacy (i.e., your 
local pharmacy), home delivery, and/or as a medical claim. 
The Specialty Drug benefit will be implemented in increments. 
Members using these drugs will be notified prior to the 
drug moving into the Specialty Drug Program. 
The drug, device, and equipment tradenames presented herein are for 
informational purposes only. All trademarks, registered trademarks, and licensed 
product names—and their accompanying rights—are the property of their 
respective owners. The Public Employees Health Program warrants no rights to, 
or ownership of, these trade names. 
S P E C I A L T Y D R U G S ( c o n t i n u e d ) 
S E L F - A B M 1 N I i l l C ft L D <D ft U ft £ 
These drugs require a $50 Copayment, for up to 30-day supply. 
• Arixtra 
• Avonex 
* Betaseron 
* Copaxone 
• Copegus 
* Enbrel 
• Forteo 
• Fragmin 
* Fuzeon 
• Genotropin 
• Geref 
• Gleevec 
* Humatrope 
* Humira 
* Infergen 
* Innohep 
* IntronA 
• IntronA Pen 
* Iressa 
» Kineret 
• Leuprolide 
* Lovenox 
» Lupron 
* Norditropin 
« Nutropin 
• Nutropin AQ 
tNFERTfLlTY DRUG S 
« Nutropin AQ Pen 
* Nutropin Depot 
» Orfadin 
« Pegasys 
* Peg-lntron 
* Peg-lntron Redi-Pen 
« Protropin 
* Pulmozyme 
• Raptiva 
* Rebetol 
• Rebetron 
• Rebif 
* Ribasphere 
* Ribavirin 
• Roferon-A 
• Saizen 
« Sandostatin 
* Sensipar 
• Serostim 
• Tarceva 
» Temodar 
• Tobi 
* Tracleer 
• Xeloda 
* Zorbtive 
These drugs are covered at 50% of the discounted cost. | 
• A.RL 
• Antagon 
* Bravelle 
• Cetrotide 
* Chorex-10 
« Chorionic Gonad 
* Fertinex 
* Follistim 
• Follistim AQ 
* Follistim/Antagon 
* Ganirelix Acetate 
• Gonal-F 
* Humegon 
« Luveris 
* Novarel 
* Ovidrel 
* Pergonal 
* Pregnyl 
* Profasi 
* Repronex 
